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ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY—SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE 


McArthur, L. L.: Is the Surgeon of Experience 
Ever Justified in Violating the Recognized 
Surgical Technique in Dealing with Malignant 
Neoplasms? Surg., Gynec. & Obst., 1921, xxxiii, 
406. 

McArthur raises the question as to whether in 
certain selected cases we are ever justified in depart- 
ing from the generally accepted rules for the surgical 
treatment of malignant growths. On the basis of 
forty years’ experience he has decided in the affirma- 
tive. Several carefully selected cases which were 
operated upon are cited to support this view. He 
believes that, regardless of the histopathology pres- 
ent. extremely radical procedures may sometimes be 
rejected if the neoplasm has a capsule or limiting 
membrane. 

The basic theme in this article is not purely the 
question of procedure in given cases of malignancy 
but a plea that surgeons consider each case individ- 
ually from the standpoint of the procedure best for 
that particular patient rather than as a case in 
which a routine surgical technique should be em- 
ployed. Loyal E. Davis, M.D. 


Samuel, S.: A Method of Skin Grafting. Bril. M.J., 
1921, li, 632. 


\ method of dressing the grafted area is described 
whereby it can be given saline irrigation without 
displacing the graft. At operation silk threads are 
passed from one skin edge to the other and into 
underlying granulation tissue. The area is then 
covered with a perforated protective dressing, a 
laver of gauze moistened with saline, and a layer of 
dry gauze. The threads are passed through the 
perforations and tied over the ends of thin rubber 
tubing laid across the dressings. A layer of wool and 
a bandage are then applied. 

The grafts may be “fed” by dripping saline on 
the under dressing, from which it is carried down 
’ the threads. The discharge is led away into the 
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dressings. The method requires a little time, but 
keeps the grafts from sliding over convex or concave 
areas and others on which it is difficult to maintain 
a dressing. J. W. Ross, M.D. 


ASEPTIC AND ANTISEPTIC SURGERY 


Cabot, H.: The Doctrine of the Prepared Soil: A 
Neglected Factor in Surgical Infections. Cana 
dian M. Ass. J., 1921, xi, 610. 

The average surgeon is so greatly concerned with 
bacteria as the cause of infection that he may over- 
look some of the other conditions which predispose 
to it. For the development of infection conditions 
must favor the growth of bacteria; their mere 
presence will not always be sufficient. The surgeon 
who centers his attention on asepsis and its various 
aspects is apt to attribute a postoperative inflam- 
mation to incomplete sterilization. While a certain 
small percentage of such infections are due to faulty 
asepsis, various other factors are of great im- 
portance. The surgeon is responsible not only for 
his liability to introduce bacteria, but for his 
failure to protect the patient from conditions which 
make infection possible. Such conditions may be 
either general or local. The former, which cause a 
decrease in resistance, are: 

1. Fear. A patient who goes to operation with 
great dread and anxiety is much more apt to have a 
poor result than one with the opposite attitude. 

2. Starvation. This is not so often a factor as 
formerly as today patients are allowed more 
nourishment. The diet should not be restricted, 
especially in the cases of patients at the extremes 
of life. 

3. Dehydration. Water should be supplied in 
great quantities not only up to the time of opera- 
tion, but even during the surgical treatment and 
afterward. If it cannot be taken by mouth it should 
be given by rectum and subcutaneously. 

4. Anestheisa. The anesthetic should be care- 
fully chosen and should be administered by an 
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expert. Ether is not always the logical anesthetic 
simply because it is the most fool-proof. 

5. Length of operation. The time consumed in 
the operation depletes the patient’s vitality. 
Especially under prolonged ether or chloroform 
anesthesia there is a very unfavorable action upon 
the tissues with lessening of the alkali reserve and 
at least some acidosis. The work should be done 
with as much speed as is consistant with thorough- 
ness and correctness of technique. Naturally slow 
operators who cannot acquire speed should take up 
some other calling than surgery. 

The local conditions favoring infection are: 

1. The preparation of the skin. This should be 
simple. Irritating applications should be avoided. 

2. Rough handling of the tissues. This is perhaps 
the most important local factor favoring infection. 
Roughness in handling, the use of dull instruments, 
grasping a mass of tissue to control bleeding, and 
heavy, careless dragging with retractors should be 


SURGERY OF THE 
HEAD 


Lange, C.: The Examination of the Cerebrospinal 
Fluid in the Diagnosis of Brain Tumor (Was 
leistet die reine Liquordiagnostik bei der Diagnose 
des Hirntumors?). Mitt. a. d. Grenzgeb. d. Med. u. 
Chir., 1921, xxxiii, 583. 

After pointing out the reasons for the inadequacy 
of Nonne’s method of examining the cerebrospinal 
fluid in the diagnosis of brain tumor—the method 
hitherto in general use—the author proposes a new 
procedure by which the laboratory diagnosis of such 
lesions is facilitated. In Lange’s examination the 
findings include the color, the total albumin, the 
cell increase, the dissolved blood pigments, and a 
negative Lange’s gold salts reaction. 

The yellow tinge of the fluid is discussed in par- 
ticular. This is not detected by mere inspection; a 
colorimeter is necessary. It has been demonstrated 
that it is not due to biliary pigment or the admixture 
of blood plasma. It may be caused by normal or 
broken-down blood pigments no longer demonstra- 
ble as such by spectroscopic or chemical means. 
No erythrocytes are then found in the sediment; the 
quantity of albumin is increased beyond the normal 
and albumoses are demonstrable by the gold salts 
reaction. The coloring matter, which is a light yel- 
low, is no longer identifiable as blood pigment. If 
the clinician can then exclude an older, accidental 
or essential hemorrhage, as is usually the case, the 
finding described can be very safely interpreted as 
indicating brain tumor. 

Great quantities of dissolved, unchanged blood 
pigment and undissolved erythrocytes in the sedi- 
ment are evidence that the essential hemorrhage 
was not caused by tumor. The quantitative deter- 
mination of albumin is important, but its mere 
qualitative determination is worthless. 
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avoided as they cause tissue necrosis which pro- 
duces a good culture medium. 

3. Faulty hemostasis. Dry wounds heal quick- 
est and with least infection. 

4. Mass ligatures which destroy the tissue sur- 
rounding a vessel. 

As illustrating conditions which produce infection, 
bladder cases are cited. In a normal undistended 
bladder catheterization after cystoscopy will not 
produce infection, even though the urethra is 
slightly injured. In an old distended bladder, how- 
ever, quick catheterization causes damage to the 
mucosa by the sudden change of tension, so that 
petechiz may be produced by the lack of resistance 
to the arterial flow and infection will supervene. 
The ordinary postoperative cystitis can be avoided 
if the bladder is emptied early and if a urinary 
antiseptic is administered when trauma to the 
bladder region and loss of the urinary reflex are 
apt to result. Marcus H. Horarr, M.D. 


HEAD AND NECK 


Cytodiagnosis is almost always unsatisfactory. 
The Wassermann reaction is misleading. Lange’s 
gold reaction and the determination of the yellow 
color constitute the most decisive diagnostic meth- 
ods in cases of tumor. 

The recognition of the regularity and significance 
of these findings has convinced the author that to- 
day, given certain clinical data, the diagnosis of 
brain tumor can be made with certainty from the 
cerebrospinal fluid. HEINEMANN-GRUEDER (Z). 


Porter, M. F.: The Surgical Aspect of Tumor of 
the Brain. Ann. Surg., 1921, Ixxiv, 321. 

The author presents a very interesting discussion 
of the present status of our knowledge regarding 
brain tumors and reaches the following conclusions: 

1. The term “brain tumor” should include all 
growths of whatever origin or nature, either in or on 
the brain. 

2. Brain tumor is essentially a surgical malady. 

3. Surgical intervention should follow promptly 
the diagnosis of a brain tumor. Postponement of 
operation for the purpose of locating the tumor in 
the hope of giving relief through antiluetic treat- 
ment, or to determine the character of the growth 
is seldom warranted. 

4. Exploration of the brain with a solid needle 
is a valuable aid in locating a tumor and if properly 
done is free from danger. 

5. X-ray or radium therapy should be used in all 
cases in which surgical removal is impossible and 
after the removal of malignant tumors. 

FREDERICK CHRISTOPHER, M.D. 


Frazier, C. H.: The Accomplishments of Intra- 
cranial Surgery. N. York M. J., 1921, xxi, 369 


Since the onset of the war the number of neuro- 
ogical surgeons has increased sufficiently to justify 
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the establishment of a society of neurological sur- 
geons. Perhaps this may be attributed to the greater 
experience, opportunities, and interests in this field 
ofiered young surgeons during the world war. 

Frazier considers local anesthesia in cranial sur- 
gery as inhumane and inconsiderate. 

To repair the cranial defects resulting from the 
débridement technique used in treating war in- 
juries he uses a graft composed of pericranium and 
a shell of the outer table of the skull. 

Seventy-five per cent of brain abscesses are otitic 
inorigin. The high mortality of this condition is 
due largely to difficulty in determining the location 
of the abscess and to secondary meningitis. As an 
aid in localization Frazier recommends more in- 
tensive study of the signs of disturbance of brain 
function, a better anatomical knowledge, and a 
study of a large series of accurately described cases. 
Brain abscess may have a long latent period. 
Meningitis may be prevented by Le Maitre’s 
method. By this procedure the abscess is located 
with an exploring needle, and the smallest caliber 
drainage tube is introduced and left in place from 
twenty-four to forty-eight hours to permit the 
formation of adhesions to wall off the subarachnoid 
space. The tube is then replaced daily by a larger 
one until adequate drainage results. 

In cases of pituitary lesions operation is delayed 
too long. Forty-five per cent of the author’s patients 
were totally blind in one eye when he first examined 
them. There had been a warning four, five, and 
even ten years earlier. Disturbance of vision and 
headache are indications for surgical interference. 
Frazier uses the transphenoidal approach four times 
as often as the transfrontal route. Factors favoring 
the transphenoidal approach are its comparative 
simplicity, low mortality, and the usually immediate 
beneficial effect as regards vision. Direct illumina- 
tion with a small incandescent lamp on a carrier at 
the extremity of the bivalve speculum greatly facili- 
tates the use of this approach. In favor of the 
transfrontal route is the fact that before the opera- 
tion it is impossible to determine with any certainty 
how far the lesion has extended beyond the sella 
contents or to distinguish a primary intrasellar lesion 
from one secondary to a primary suprasellar growth. 

The author reports very encouraging results from 
the use of radium and the X-rays in twenty-four 
cases of pituitary lesions. He employs the trans- 
phenoidal approach as the first step in the surgical 
treatment and uses radium and the X-ray routinely 
in the after-treatment. If visual disturbances 
recur or sight is threatened, he resorts to the trans- 
frontal approach and exploration. 

Major trigeminal neuralgia seems to be on the 
increase, especially in persons under 40 years of age. 
The operative technique is almost perfect. One may 
do subtotal resection, conserve only the motor root, 
or leave the sensory root and remove only the motor 
root. Since Spiller proposed avulsion of the sensory 
root in 1910, the mortality has dropped from 5 to 1 
per cent. The author reports one operative death 


during the past eight years. Interest at present 
centers largely in the cases in which the sympathetic 
connection with the spheno-palatine ganglion is the 
important factor. Frazier is elaborating a technique 
which will make this ganglion as accessible as the 
gasserian ganglion. 

The relation of the sympathetic system to painful 
lesions of the extremities, the so-called causalgias of 
war injuries, should lead to the study of the sympa- 
thetic system in painful conditions of the face. 

Brain tumor cases are the most numerous and 
serious in neurological surgery. The following 
classification of brain tumors is suggested: 

1. Pretentorial: (1) endothelioma, (2) glioma, 
(3) miscellaneous, including benign tumors. 

2. Subtentorial: (1) potile angle tumors, not 
including acoustic tumors, (2) acoustic tumors, 
(3) tumors of the cerebellar hemisphere, including 
glioma and tuberculoma, (4) tumors in the neighbor- 
hood of the vermis. 

3. Pituitary lesions. 

Subcortical infiltrating glioma is usually inop- 
erable. Endothelioma offers an opportunity for 
successful surgical removal. Sixty per cent of the 
author’s cases were cases of sarcoma-endothelioma, 
and 38 per cent, cases of glioma. Lower operative 
mortality and more satisfactory results may be ob- 
tained when cases are referred early. A subtemporal 
decompression relieves subjective discomforts, con- 
serves vision in early doubtful cases, and perma- 
nently relieves the pseudo-tumor cases. 

Ventriculography, proposed by Dandy, is an im- 
portant recent contribution to the methods of 
investigation and localization of brain lesions. 

A ventricular puncture is much safer than a 
lumbar puncture for the withdrawal of cerebro- 
spinal fluid to relieve extreme intracranial pressure. 

Blood transfusion is of value in hastening con- 
valescence. In suitable cases the author employs 
autotransfusion, using from 500 to 600 c. cm. of 
the patient’s blood withdrawn the day before opera- 
tion, citrated, and refrigerated. 

The three safeguards to cranial exploration are 
skilfully induced anesthesia, control of hemorrhage, 
and control of the problems of intracranial pressure. 

Wa ter C. Burket, M.D. 


Jefferson, G.: Bilateral Rigidity in Middle Menin- 
geal Hemorrhage. Brit. M. J., 1921, ii, 683. 


The author reports two cases of middle meningeal 
hemorrhage with bilateral rigidity of the trunk and 
limbs. Both lesions followed trauma and at oper- 
ation fractures were found in the left temporal 
region and extradural clots were removed. Both 
patients were unconscious. Cheyne-Stokes breath- 
ing was present and the muscular rigidity was most 
marked at its crisis. As autopsy disclosed a unilat- 
eral lesion in both cases it was evident that the 
rigidity was due to changes in the intracranial circu- 
lation produced by the extravasations or the injury. 

In Jefferson’s opinion this syndrome is due to a 
relative deficiency or oversupply of blood to certain 
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regions of the brain and the release of lower neuro- 
genic levels. This may be attributed to the in- 
creased intracranial pressure. The relationship be- 
tween the crises of rigidity and those of the Cheyne- 
Stokes breathing supports the circulatory theory. 
These cases demonstrate that the condition is a 
physiological rather than an anatomical phenome- 
non. MERLE R. Hoon, M.D. 


Payr, E.: The Etiology and Treatment of Trige- 
minal Neuralgia (Ueber Ursachendiagnose und 
Behandlungsplan der Trigeminusneuralgie). Muen- 
chen. med. Wcehnschr., 1921, \xviii, 1039. 

There are.not only acute and chronic forms of 
trigeminal neuralgia, but also those of symptomatic, 
idiopathic, peripheral, and central origin. Acute 
neuralgia is known as an associated phenomenon in 
infectious diseases (influenza, malaria, typhoid). In 
the symptomatic forms with a recognizable anatom- 
ical cause there is an acute and a chronic stage, the 
latter the more important. These are the forms 
found in cases of disease of the teeth, jaw, nose, 
nasal accessory cavities, or the bones of the skull, 
compression due to calluses after fracture of the 
base of the skull, diseases of the ear and their com- 
plications, diseases of the eye, and injuries and dis- 
eases of the brain and its meninges. 

In the idiopathic form diseases of metabolism are 
to be looked for, such as diabetes, gout, arterioscler- 
osis, chronic constipation and local diseases of the 
rectum favoring it, and poisonings due to substances 
such as lead, alcohol, nicotine, and mercury. 

The affected organic systems should be rapidly 
examined one after another, without waiting to try 
out new experiments in treatment. Roentgenolog- 
ical examinations and Wassermann tests should not 
be forgotten. The acute forms must not be allowed 
to become chronic. 

It is a good plan to make an anatomical diagram 
of the extent of the neuralgia and a record of the 
remedies already tried and their results. It is of 
great importance that the remedies used should be 
put down in their correct order for under certain 
circumstances one treatment will prevent the action 
of another. 

The treatment of the acute form should consist 
in measures to cause sweating, antineuralgic medi- 
cine, and thorough evacuation of the intestines. 
Physical treatment is beneficial even in the sub- 
acute forms, but in the chronic is usually without 
effect. 

The treatment of the symptomatic form belongs 
to the specialist. For the idiopathic form the follow- 
ing plan of treatment is recommended: 

1. Internal medical treatment. Aconitin and ethy- 
lene trichloride seem to have a specific action. 

2. Treatment by aperients. Even though the 
bowels move regularly, the advantage of purgation 
should be explained to the patient. 

3. Antiluetic treatment, even when the Wasser- 
mann test is negative. 

4. Psychotherapy. 


5. Electrical treatment (galvanic current). This 
should be stopped if there are no good results after 
two or three weeks. 

6. Simple anesthetization of the nerve trunks 
with 1% per cent novocaine solution, repeated sev- 
eral times if necessary. This is particularly good 
along the course of the first branch. A prolonged 
effect has been observed with the addition of 14 per 
cent carbolic acid. 

7. Roentgen-ray treatment. This should be given 
only in cases which have not been treated by injec- 
tions of alcohol or peripheral operations. 

8. Alcohol injections, peripheral for the first 
branch, at the base of the second and third branches, 
andintothe ganglion. Injections into the ganglion are 
difficult and do not always have a permanent effect. 

g. Operative treatment: (a) Extraction of the 
peripheral branches—recommended only for the 
supra-orbital and frontal nerves of the first branch 
as in the infra-orbital and mental nerves the recur- 
rences range from 60 to 70 per cent (the collaterals 
of the individual branches have not yet been worked 
up). (b) Neurectomy in the course of the affected 
branch. (c) The same operation at the point of exit 
of the second and third branches at the base of the 
skull; the still unseparated main trunk should be 
separated at the foramen ovale or rotundum with a 
fine thermocautery at white heat. (d) Extirpation 
of the gasserian ganglion (mortality 5 to 16 per cent). 
(e) Severing of the trigeminus trunk at the apex of 
the petrous portion of the temporal bone. 

BERNARD (Z). 





Frazier, C. H.: The Surgery of the Trigeminal 
Tract. J. Am. M. Ass., 1921, lxxvii, 1387. 

Frazier ca'ls attention to the fact that twenty 
years have elapsed since Spiller first proposed section 
of the sensory root in the treatment of trigeminal 
neuralgia. This procedure has more than fulfilled 
the claims of its sponsor as it is safer than gasserect- 
omy and gives permanent relief. In the two decades 
that have passed since it was first performed the 
technique has been modified in its minor details 
from time to time until today it might be said that 
the operation has been perfected. Frazier’s tech- 
nique is as follows: 

In the approach to the ganglion consideration is 
taken of the cosmetic result and the convenience of 
the access. The incision is concealed within the 
hairline and must be anatomically correct. A 
cutaneous flap is reflected forward, and a musculo- 
aponeurotic flap reflected backward. Through the 
temporal fossa is opened an avenue wide enough to 
gve an ample and unobstructed view of all the 
structures to be dealt with. Hamorrhage from the 
middle meningeal artery is controlled by plugging 
the foramen spinosum with cotton. 

The sensory root is exposed not only at its 
entrance to the ganglion but from that point back 
to where it enters the middle fossa, that is, through- 
out its entire course in the middle fossa. To secure 
this exposure the dura is separated from the anterior 
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surface of the petrous bone. The sensory root thus 
exposed is torn free from its attachment to the 
pons, merely cut across, or severed in its entirety. 
The motor root is sacrificed with the sensory root 
or is conserved. It is exposed by lifting the sensory 
root upward. If possible it should be left as it pre- 
vents atrophy of the temporal, masseter, and ptery- 
goid muscles. 

In conclusion the author states that the major 
operation for trigeminal neuralgia will give satis- 
factory results only when proper discrimination is 
exercised in the selection of cases, and that it should 
be reserved for cases of major trigeminal neuralgia 
or Fothergill’s disease. H. A. McKnicur, M.D. 


Plastic Repair of the Eyelids by 
Am. M. Ass., 


Cross, G. H.: 
Pedunculated Skin Grafts. J. 
1921, Ixxvii, 1233. 

The eyelid may be restored by means of: (1) 
pedunculated autogenous grafts; (2) free dermic or 
Wolff grafts; (3) epidermal or Thiersch grafts. The 
latter are the best for cases of severe burns with a 
glazed, parchment skin surface, cases of ectropion 
due to contracture of scar tissue, and those in which 
the use of a pedunculated graft, though indicated, is 
impossible.* 

The pedunculated graft is very successful in facial 
work. With the base of the flap at the external 
canthus, lid tissue may be obtained from the temple, 
eyebrow, scalp, or cheek; with its base over the nose 
the tissue may be obtained from the forehead; and 
with the base on the neck, skin from the chest may 
be used, the pedicle of the graft being tubed accord- 
ing to the Gillies method. 

Between the primary repair and the plastic 
operation it is essential that sufficient time be 
allowed to elapse so that shrinkage and contracting 
of scars shall have ceased and the injured parts 
shall have become restored to normal. 

Removal of the lachrymal sac should be the first 
step in all cases in which the lachrymal area is 
involved as this lessens the danger of the loss of the 
graft by infection. It is necessary also to visualize 
the change in the shape and position of the area from 
which the graft was removed. Each case is a law to 
itself and must be dealt with accordingly. 

The author presents four cases with drawings and 
photographs which forcibly demonstrate the value 
of the pedunculated graft. The technique, which 
was practically the same in all of these cases, was as 
follows: 

Following the extirpation of the sac the edges of 
the lower lid and conjunctiva were freed from the 
scar and the edges dressed up to determine the size 
and shape of the graft required. Then, from a piece 
of rubber tissue, a model of the graft was cut, a good 
margin being allowed for shrinkage. With this 
form, the best site for the graft was determined. 
In Case 1 the temple was selected. The graft was 
marked out with the point of a knife, dissected, and 
swung into place where it was sutured with inter- 
rupted silk sutures or with mattress sutures, a 


continuous overcast suture being used to approxi- 
mate the edges. The denuded area from which the 
graft had been taken was covered by undermining 
the surrounding skin well back, drawing the edges 
together, and suturing with silk, horsehair, and 
silkworm-gut. In some cases it is best to cover in the 
denuded area first and suture the graft afterward. 
The base of the graft must turn on its own anchor- 
age; therefore it is important to plan its position 
very carefully, keeping it as close to its new bed as 
possible and avoiding too great an angle so that 
there will be no puckering of the skin. In order to 
prevent sloughing the tip of the graft should be 
made blunt and rounded. 

J. C. BRASWELL, Jr., M.D. 


Berne, L. P.: Rhinoplasty: The Artist-Surgeon’s 
Opportunity. Jnifernat. J. Surg., 1921, xxxiv, 343. 
However great his technical skill, the rhinoplastic 
surgeon can never attain the highest rank in his 
profession unless, in addition to his ability as a 
surgeon, he possesses a sense of beauty and propor- 
tion and an appreciation of the harmony necessary 
between the various parts of any given object to 
fuse it into a complete and satisfactory whole. 

The author classifies his operations into two 
groups: (1) cosmetic, and (2) reconstructive. By 
those of the first group he endeavors to correct noses 
which are large, hooked, long, laterally deflected, 
snub, bulbous, wide-nostriled, or depressed. By 
those of the second he attempts to reconstruct the 
nose which has been mutilated by a crushing injury, 
amputation, a burn, or disease, or to supply a con- 
genital defect. 

The technique of rhinoplasty is described in detail, 
including the preparation. Berne emphasizes his 
pyriform incision which he regards as the ideal initial 
incision for almost every variety of cosmetic cor- 
rection. This incision, about 14 in. long, is made in 
the mucous membrane at the right and left upper 
and inner part of the pyriform aperture, the knife 
passing underneath the skin in an upward direction. 

The methods used in a variety of operations are 
described and very satisfactory results are shown 
by photographs. Berne’s conclusions are as follows: 

1. To ensure success, the surgeon must possess a 
thorough understanding of the plastic art. 

2. Each case must be carefully studied before 
operation and a definite plan of procedure laid out. 

3. The greatest ally of plastic surgery is time. A 
rhinoplastic surgeon’s ability should not be measured 
by the consumption of time as success is dependent 
upon patience and confidence in his ability to accom- 
plish what he planned. 

4. A series of operations is often necessary for the 
ultimate success of nasal correction. 

5. Most scrupulous asepsis and careful postoper- 
ative care are essential in every case. 

6. The successful final results obtained in the cases 
reported justify the more general adoption of the 
operative procedures described. 

FREDERICK CHRISTOPHER, M.D. 
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NECK 


Crile, G. W.: Surgery Versus the Roentgen Ray in 
the Treatment of Hyperthyroidism. J. Am. M. 
Ass., 1921, Ixxvii, 1324. 


After reviewing the literature bearing upon the 
comparative effects of surgery and the X-ray, the 
author summarizes the experience of his associates 
and himself in the Lakeside Hospital. 

On the basis of a series of comparative studies, 
Christie rates bilateral partial thyroidectomy first, 
the roentgen rays second, and ligation third in order 
of efficiency in reducing the metabolic rate. Crile 
confines his discussion to a comparison of thyroidec- 
tomy and roentgen-ray treatment as to: (1) the re- 
sultant discomfort; (2) the resultant period of dis- 
ability; (3) the immediate mortality; and (4) the 
end-results. 

The prime findings in favor of thyroidectomy 
with regard to these points are: 

1. Less mental disturbance. 

2. An average stay in the hospital of 2514 days in 
500 cases broken by the interval between the ligation 
and the thyroidectomy, which is obviously less 
than the loss of time and inconvenience of the 
repeated visits to the hospital for roentgen-ray 
treatment. 

3. The practically negligible mortality. In the 
last 500 consecutive thyroidectomies at the Lakeside 
Hospital the mortality was 1 per cent, and in the 
last 500 ligations it was 0.4 per cent. As obviously 
the immediate mortality of roentgen-ray treatment 
is not to be considered, there is no basis for com- 
parison in this respect. 

4. At least three years must elapse before the 
results of the operations by present methods can be 
considered as stabilized. 

As hitherto the only objection to surgical treat- 
ment has been the mortality, the author con- 
cludes that, this having been practically eliminated 
and the possibility of surgical treatment having 
been extended to meet every case, surgical reduc- 
tion of the thyroid activity becomes the most 
curative method of treatment. 

R. G. Doucuty, M.D. 


Sistrunk, W. E.: The Indications for Surgical 
Treatment in the Different Types of Goiter. 
Surg., Gynec. & Obst., 1921, xxxiii, 348. 

Plummer has classified goiters as colloid, adeno- 
matous, and exophthalmic. All other types are 
variations or combinations of these. 

Colloid goiter occurs in youth, most commonly 
between the ages of 15 and 25, and probably never 
occurs after the thirty-fifth year of age. This type 
of goiter may be accompanied by nervous symptoms 
and tachycardia, but may be distinguished from 
exophthalmic goiter by the metabolic rate which 
is normal or slightly decreased, never increased. 
However, as the Goetsch test may give a marked 
reaction, these cases are frequently diagnosed as 
exophthalmic goiter and erroneously operated upon. 


Clinically, the thyroid is uniformly enlarged and 
has a characteristic soft, granular feel. Usually it 
produces no symptoms, except slight nervousness 
and worry over its presence. Microscopic examina- 
tion shows the acini to be dilated and filled with 
colloid, while the epithelium of the acini is low and 
flat in appearance. Colloid goiter is the only type 
that disappears under the administration of iodine 
and thyroxin and is not a surgical condition. Col- 
loid goiters may recur when removed surgically 
unless iodine or thyroxin is administered post- 
operatively. 

Adenomatous goiter is the most common type and 
usually first appears between the ages of 15 and 20. 
It is caused by the development of encapsulated 
adenomata within the substance of the thyroid 
gland, which are probably developed from feetal 
rests. In the early stages there are no symptoms 
except when the adenomata develop in such a 
position as to cause pressure on the trachea. De- 
generative changes due to haemorrhage are prone 
to occur and result in the clinical varieties of goiter, 
such as the hemorrhagic, cystic, calcareous, etc. 
Sometimes there is a decrease in the secretory 
activity of the gland producing a condition of mild 
hypothyroidism with a lowered basal metabolic 
rate. 

Twenty-three per cent of the patients with ade- 
nomata of the thyroid examined at the Mayo Clinic 
were found to be suffering from hyperthyroidism. 
The symptoms of this condition do not develop 
until the goiter has been present for an average of 
sixteen years. The picture of hyperthyroidism asso- 
ciated with adenoma is clinically different from that 
of exophthalmic goiter although these two conditions 
are often confused. 

Adenomatous goiters seldom produce symptoms 
in persons under 30 years of age. In toxic cases the 
metabolic rate is increased, although usually not 
so much as in exophthalmic goiter. The cardiovas- 
cular system is more severely affected in hyperthy- 
roidism associated with adenomata, while in 
exophthalmic goiter the central nervous system is 
more profoundly affected. Myocardial degeneration 
may occur before the toxicity is recognized and 
the patient suffers from palpitation, arhythmia, 
dyspnoea, and oedema. If the myocardial degen- 
eration is not marked, the blood pressure is usually 
increased. Other symptoms of hyperthyroidism, 
such as tremor, a flushed, moist skin, tachy- 
cardia, and loss of weight and strength are also 
present. 

Clinically, the gland is irregular, asymetrical, and 
single, or many rounded tumors may be felt, the 
consistency of which varies with the degenerative 
changes. Microscopically, areas of encapsulated 
adenomatous tissue are found which may be feetal 
in type or resemble the adult acini and contain 
large amounts of colloid. 

Operation is the best treatment for adenomatous 
goiter, but in advising it certain factors are to be 
considered. Persons under 25 or 30 should not be 
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operated on, as both lobes are involved and small 
adenomata may be overlooked which subsequently 
would grow. After this age, if any of the adenomata 
are 3 or 4 cm. in diameter a partial thyroidectomy 
should be done. If symptoms of toxicity are present 
when the goiter is first seen the condition is definitely 
surgical provided the damage done is not so great 
as to make operation too hazardous. Pre-operative 
rest and digitalis for serious myocardial change 
reduce the operative risk. 

Exophthalmic goiter may occur at any age, but 
is most common in the third and fourth decades. 
Frequently the onset is sudden, with a rapid increase 
in symptoms, but it may also be insidious. Such 
symptoms as nervousness, tachycardia, hemorrhage, 
flushed, moist skin, and loss of weight and strength 
may occur before enlargement of the gland is noticed. 
Following a thyroid crisis the symptoms and general 
condition show improvement, but in a majority of 
cases recurrence takes place within a few years. 
During a crisis damage to the heart and vital organs 
may be so marked as to cause chronic invalidism or 
death. 

On palpation the gland is found to be symmetri- 
cally enlarged and quite hard. Microscopic exami- 
nation shows acini containing very little colloid and 
lined by columnar epithelium. 

Surgery gives the best results in exophthalmic 
goiter. In severely toxic patients one or twoligations 
are necessary before thyroidectomy is performed. 
Ligation is done as a means of testing the patient’s 
endurance or to prepare for thyroidectomy. The 
reaction following this procedure is similar to, but 
less marked than, that following thyroidectomy. 
It consists of an increase in the pulse and tempera- 
ture, vomiting, nervousness, and mental irritability. 
Usually it begins shortly after the operation and 
continues for thirty-six to forty-eight hours and 
then gradually subsides. The determination of the 
basal metabolic rate is a great aid in the diagnosis 
of the early stages of exophthalmic goiter, but does 
not indicate the damage to the vital organs which 
has already taken place and for this reason cannot 
be used as a means of determining the type of 
operation. The results of surgical measures depend 
on the extent of this damage at the time of operation. 

MERLE R. Hoon, M.D. 


Lorin, H.: The Anatomy and Surgery of the Para- 
thyroids (Anatomic et chirurgie des parathyroides). 
J. de chir., 1921, xviii, 449. 

The author confined his studies to the external 
parathyroid glands. The internal parathyroid 
glandules are an integral part of the thyroid gland 
and have their origin in the branchial clefts. In 
animals these glandules are present as distinct bodies, 
but in man this is not true. The superior parathy- 
roids in man probably represent the internal para- 
thyroids of the lower animals. Anatomical dis- 
sections were made to demonstrate the exact re- 
lationship of the parathyroids, and X-ray studies 
were made of the material to show the exact 


course and extent of the arteries supplying the 
glandules. 

If the inferior thyroid artery is followed to its 
terminal ramifications, the parathyroids are found 
lying in the middle of a small tag of fatty tissue on 
the posterior surface of the lateral lobe of the thy- 
roid gland. On each side are one or two glands 
attached to a small pedicle. The parathyroids lie 
in a zone considered dangerous from a surgical 
standpoint because of the proximity of the recur- 
rent laryngeal nerve and the inferior thyroid 
artery. 

This zone, or more accurately, the thyroid space, 
is bounded on one side by the thyroid gland and on 
the other by the aponeurosis. The finger may be 
swept around it to a point where the thyroid is in 
contact with the trachea and larynx. This space, 
which is closed above and below, contains the sterno- 
thyroid muscle. Here lie the parathyroid glands 
outside the capsule proper of the thyroid gland and 
outside the superficial vessels ramifying upon the 
capsule. Only once were the parathyroids found 
upon the anterior surface of the thyroid gland. 
When two glandules are present upon each side they 
lie in a vertical line. They vary in size from that of 
a grain of coffee to that of a cherry. They are some- 
what flattened and oval, and at times have a pointed 
extremity. Their surface is usually smooth but 
occasionally may be lobulated. Their color is that 
of the normal thyroid gland. They are distinctly 
encapsulated and have numerous small vessels 
coursing upon their surface beneath the capsule. 
Because of their constant presence and size, the 
inferior parathyroid glandules must be called the 
principal organs and the superior glandules desig- 
nated as accessories. Four glandules were found in 
five of fifteen specimens; two, in seven; and three 
in three specimens. 

Each parathyroid is supplied by a special artery. 
The vessel appears very large as compared with the 
glands. The inferior parathyroid artery is generally 
a terminal branch of the inferior thyroid as the 
latter ramifies upon the surface of the gland. The 
superior parathyroid vessel is very small and diffi- 
cult to study. In rare cases it represents a terminal 
branch of the superior thyroid artery. More com- 
monly, however, it is a branch of the inferior thy- 
roid. Thus the entire blood supply of the superior 
and inferior parathyroids is dependent upon the 
inferior thyroid artery, but the circulation of the 
thyroid and parathyroid glands is entirely distinct 
and independent. There are no vessels extending 
from the thyroid gland to the parathyroids. 

During thyroidectomy it is necessary to preserve 
the parathyroids in order to prevent parathyroid 
tetany. In performing thyroidectomy the author 
believes it is absolutely essential to save the posterior 
wall of the capsule as well as a portion of the gland 
at both the superior and inferior poles. In difficult 
enucleations and resections prophylactic ligation 
of the inferior thyroid artery facilitates surgical 
intervention. In simple enucleation it is useless. 
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Ligation of the inferior thyroid vessel within the 
true capsule of the thyroid gland or within the 
thyroid space endangers the parathyroids. Lorin 
advises traversing the sternomastoid and sterno- 
hyoid spaces in ligating the inferior thyroid. The 


SURGERY OF 
CHEST WALL AND BREAST 


Taylor, W. H., and Taylor, N. B.: Tidal Irrigation 
of Wounds by Means of Liquid-Tight Closure, 
with Special Reference to the Treatment of 
Empyema of the Thorax. J. Am. M. Ass., 
1921, xxvii, 1393. 

Tidal irrigation is produced by the alternation of 
positive and negative pressure in the wound. The 
apparatus consists of a rubber cap resembling in 
some respects a tam-o’shanter. Two tubes issue 
from its cover, one being connected with a reservoir 
of fluid above, and the other leading to a waste pail. 
Each of these tubes is provided with a clip. The 
cap is bandaged in position so that its interior and 
the interior of the wound form one cavity which 
is liquid-tight. To obtain positive pressure in the 
wound the clip on the tube leading from the re- 
servoir is opened and the clip on the tube leading to 
the waste pail is closed. Negative pressure is ob- 
tained by reversing these manipulations. 

The authors report one of a series of eight cases of 
chronic empyema ‘treated by this method. A 5 
per cent sodium chloride solution was used. Spon- 
taneous closure resulted in all cases in from four 
to six weeks. In a case reported in this article 
spontaneous closure occurred in spite of the fact that 
a large pneumothorax persisted on the affected side. 
This cavity remained sterile and when the patient 
was seen about half a vear later had not become 
appreciably reduced. The authors claim that the 
method described constitutes an improvement over 
other negative pressure methods in that it is simple 
and clean, it liquifies the contents of the cavity 
completely, it reaches all points of the cavity, and 
it can be employed following either rib resection or 
intercostal puncture. RavpH B, Bettman, M.D. 


Percy, J. F.: A New and Advanced Surgical Treat- 
ment for Breast Cancer. Surg., Gynec. & Obst. 
1921, XXXill, 417. 

To improve the results of operations for cancer of 
the breast Percy makes the following suggestions: 

1. That only the hot knife be used in the removal 
of breast carcinoma, including a complete dissection 
of the axilla. The unheated knife does not devitalize 
any of the malignancy it does not remove. The hot 
knife does. The cold knife does not spoil the soil 
for the further development of cancer. The hot 
knife does. The knife unfortified by heat vaccinates 
into new areas the cancer it touches. The hot knife 
does not. The cold knife stimulates the growth of 
the unremoved cancer cells. With the hot knife this 
is impossible. 
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perithyroid fascia should not be disturbed. In order 
to insure complete vascularization of the parathy- 
roids in performing multiple ligations it is necessary 
to conserve one thyroid artery and one of the four 
poles. Loyar E. Davis, M.D. 


THE CHEST 


2. That in the advanced type of case no attempt 
be made to preserve or secure skin flaps. 

3. That the skin around the denuded area (left 
without flaps when the breast and axillary glands 
are removed) be undermined from 2 to 4 in. with 
the hot knife. 

4. That in the after-treatment, besides the use of 
Dakin’s solution, the arm on the side operated upon 
be maintained in an elevated position with the fore- 
arm resting on the top of the head until practically 
the entire surface denuded by the hot knife is covered 
with new skin. 

5. That vigorous daily massage and forcible 
movement of the skin and arm adjacent to the 
denuded area be instituted as soon as granulations 
have begun to appear. 

6. That only cases in which an_ inaccessible 
metastasis has developed should be regarded as 
inoperable by the heat technique. 

J. D. Exits, M.D. 


Halsted, W. S.: The Swelling of the Arm After 
Operations for Cancer of the Breast—Ele- 
phantiasis Chirurgica—Its Cause and Preven- 
tion. Bull. Johns Hopkins Hosp., 1921, xxxii, 300. 


(Edema following operative blocking of the 
lymphatics is seen most frequently after the radical 
operation for cancer of the breast. The suggestion 
has been made that the hard swellings developing 
late after operations are due to lymphatic blocking. 
while the soft oedema which comes on more prompt- 
ly is due to venous obstruction. Such obstruction is 
undoubtedly a cause, but the author believes that 
infection plays a large part in determining the 
amount of swelling and the time of its appearance. 
As substantiating this theory he cites the case of a 
woman who had no postoperative swelling in the 
arm following a radical operation for cancer of the 
breast until during an attack of influenza. At a 
second operation performed soon afterward for the 
removal of recurrent glands the axillary vein was 
found to be completely occluded by nodules which 
undoubtedly had been present before the time of 
infection and before the swelling. In another case 
postoperative intermittent swelling of the arm 
appeared only when the arm was infected. 

Halsted has devised an operation for the removal 
of breast cancer whereby the lymphatics are not 
greatly disturbed. In this procedure no incision is 
made down the arm; the skin at the upper margin of 
the wound is tacked with fine silk sutures to the 
first intercostal muscle and fascia so as to raise the 
axillary fornix as high as desirable and eliminate all 
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The redundant axillary skin isdrawn up by the fingers. 
The skin has been stitched to the underlying muscles at 
the margin of the area to be grafted, the apex of which 
corresponds to the lower border of the first rib. 


tension on the skin or scar. No attempt is made to 
pull the skin margins together. Instead, the skin 
is fastened up close to the subclavian vessels and 
sometimes even around them so as to leave no dead 
spaces underneath. The uncovered area is then 
filled with skin grafts. 

During the past eleven years of its use the results 
of this operation have been good. There has been 
no immediate swelling of any importance and 
necrosis has usually been absent. The later oedema 
also has been largely obviated. 

In experiments on dogs oedema has not been pro- 
duced by interruption of venous and lympathic 
channels. 

The most common cause of postoperative swelling 
as shown in the authors’ clinic is recurrence of the 
malignancy, but he reiterates his belief that infec- 
tion is very frequently the underlying cause of 
cedema. Such swelling might be called ‘surgical 
elephantiasis (elephantiasis chirurgica).”’ 

Streptococcal infection is favored by lymphatic 
obstruction. Matas has shown the importance of 
such infection in the production of elephantiasis 
and elephantoid conditions. The histopathologic 
elements essential for the picture of elephantiasis 
are: 

1. A mechanical obstruction or blockade of the 
veins and lymphatics of the region, usually an obliter- 
ative thrombophlebitis, lymphangitis, or adenitis. 

2. Hyperplasia of the collagenous connective 
tissue of the hvpoderm. 

3. Gradual disappearance of the elastic fibers of 
the skin. 


4. The presence of a coagulable dropsy or hard 
lymphoedema. 

5. A chronic reticular lymphangitis caused by 
secondary and repeated invasion of pathogenic 
micro-organisms of the streptococcal type. 

The author summarizes his conclusions as follows: 

1. (Edema following operations for cancer of the 
breast is caused by infection superimposed upon 
obstruction of the lymphatic and venous channels. 

2. The tension and blockade of these channels 
can be largely obviated if the skin is not stretched to 
perform the plastic operation. 

3. Substitution of skin grafting and the tacking 
of the skin to the underlying tissues will allow free 
movement of the arm and prevent obstruction. 

Marcus H. Hospart, M.D. 


TRACHEA AND LUNGS 


Priese], A.: Primary Carcinoma of an Intratra- 
cheal Struma (Primaeres Carcinom einer intra- 
trachealen Struma). Monatsschr. f.Ohrenh., 1921, lv, 
593- 

Primary carcinoma of an intratracheal struma 
is a very rare condition. The author reports such a 
case in a man 56 years of age who had suffered for 
a long time from bronchitis accompanied by the 
expectoration of blood, pressure on the right side 
of the throat, and emaciation. 

At the time of the patient’s admission to the hos- 
pital he had marked cyanosis of the face, stridant 
inspiration, a diffuse bronchitis, a temperature of 
39 degrees C., and purulent, bloody sputum. The 
clinical diagnosis was bronchopneumonia from as- 
piration following perforation into the trachea of 
a high oesophageal carcinoma. Laryngoscopic ex- 
amination revealed reddening of the vocal chords. 
Death occurred in eight days. 

Autopsy disclosed on the right side of the trachea 
a whitish, hard swelling 14 cm. high and 3 cm. 
long which began below the cricoid cartilage, 
included the four upper tracheal rings, and pressed 
the oesophagus to the left and backward. The thy- 
roid gland was enlarged and easily separated from 
the swelling in the trachea. The parathyroid 
glands were in their usual position. 

A cross-section through the trachea and cesopha- 
gus revealed a lobulated tumor the size of a cherry 
which pressed into the trachea, forming a crescent- 
shaped cleft and leaving a free passage only 2 
mm. wide. The portions of the tumor facing the 
left and anterior surfaces of the tracheal lumen 
showed signs of extensive haemorrhage. 

Histologic examination showed the growth to be 
a carcinoma of an aberrant thyroid. In certain 
areas there was old thyroid tissue with thick colloid 
which took a deep stain and an increased hyalin 
infiltration. In other areas portions of the tumor 
were seen to be constructed of newer tissue which 
presented both colloid-forming thyroid tissue and 
epithelial formations. Some of the epithelial form- 
ations proliferated into the mucosa from the nodules, 
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which were probably of purely submucous origin, 
and others had begun to grow into the older, re- 
gressively altered tumor parts and had penetrated 
a small cyst in the wall of the trachea which was 
lined with ciliated epithelium. 

Regarding the origin of the growth the author 
states that he is of the opinion that it was a defect 
in the embryonic primordial cells, a foetal inclusion 
of the thyroid gland. In this he agrees with the 
theory of Bruns and not with that of Paltauf who 
attributes such neoplasms to proliferation of thy- 
roid tissue into the wall of the trachea. Bruns’ 
hypothesis is supported by the fact that in the sec- 
tion examined histologically a small cyst lined with 
ciliated epithelium and not in contact with the tra- 
cheal lumen was found in the depth of the new 
structure. That this was a cyst of the respira- 
tory tract was evidenced by the presence of a basal 
membrane. FRIEDBERG (Z). 


Purcell, C. E., and Acree, J. B.: Membranous Ob- 
struction of the Bronchi, Clinically Diphthe- 
ritic, with Repeated Removals with the Bron- 
choscope — Recovery: Apparently Two New 
Triumphs for Bronchoscopy. Laryngoscope, 1921, 
XXxi, 704. 

Purcell reports the case of a child on whom a 
tracheotomy was performed for laryngeal obstruc- 
tion due to what was diagnosed clinically as diph- 
theria. Following the tracheotomy a membranous 
exudate occluded the bronchi. This was removed 
through the bronchoscope four times. Once when 
the child was apparently dead it was revived by 
artificial respiration induced through the broncho- 
scope. Recovery resulted. 

The following conclusions are drawn: 

1. Tracheotomy is the operation of choice in 
laryngeal stenosis due to membranous obstruction. 

2. Stenosis due to membranous obstruction be- 
low the tracheal wound may be relieved by the use 
of the bronchoscope. 

3. If there is no laryngeal stenosis and no mem- 
brane within the larynx, bronchoscopic removal may 
be done safely through the mouth and, judging from 
the case reported, there should be little or no 
reaction from bronchoscopic removal through a 
tracheal wound if it is done gently and carefully. 

4. In general, the use of the bronchoscope is in- 
dicated in cases of even moderate cyanosis unless its 
cause is definitely known. 

5. The use of the bronchoscope is a new method 
of relieving apparently hopeless cases of asphyxia- 
tion in children with membranous obstruction of 
the trachea or bronchi. O. M. Rott, M.D. 


Jackson, C.: The Prognosis of Foreign Body in 
the Lung. J. Am. M. Ass., 1921, xxvii, 1178. 


The author reports the case of a boy aged 17 from 
whose right lung he removed a 0.22 caliber bullet 
which had been embedded for fifteen months. The 
relation of the bullet to the bronchi was determined 
by mapping the lung. Comparison with transversely 


sectioned specimens showed that it did not lie near 
important vessels. In the preliminary bronchoscopic 
examination the tissues to be traversed were pinched 
in order to cause clotting of any vessels which might 
bleed later, and provision was made for the pro- 
duction of artificial pneumothorax in case it should 
be indicated to stop hemorrhage. Tampon tapes 
for introduction through the bronchoscope were also 
prepared. Neither of these precautions, however, 
was necessary. 

Under the guidance of a double-plane fluoroscope 
the bullet was removed in thirty-five minutes. The 
patient went home on the third day. The author’s 
conclusions are as follows: 

The prognosis in cases of unremoved foreign 
bodies in the lung is grave. Removal by thoracot- 
omy is extremely serious, but bronchoscopic removal 
is successful in 98 per cent of the cases. The risks of 
a very rapid and careful bronchoscopic removal 
without general anesthesia are almost nil. 

In Jackson’s case there was no hemorrhage or 
fever, and the patient was cured. Bronchoscopic 
removal is necessarily limited to foreign bodies whose 
smallest diameter is less than half that of the main 
bronchus of the invaded lung. Careful lung map- 
ping is necessary to prevent fatal hemorrhage. 

R. C. Wess, M.D. 


Acevedo, B.: Two-Stagé Operations for Hydatid 
Cyst of the Lung (Des interventions en deux temps 
pour kyste hydatique du poumon). Presse méd., 
Par., 1921, xxix, 843. 

There are three operative methods for the treat- 
ment of hydatid cysts of the lung: (1) pneumotomy 
after surgical pneumothorax, (2) pneumotomy after 
pleuropulmonary suture, and (3) pneumotomy after 
the formation of pleuropleural adhesions according 
to the method described by Lamas. 

Pneumotomy after surgical pneumothorax is an 
excellent operation but requires the use of a general 
anesthetic and often gives rise to serious compli- 
cations. Pneumotomy after pleuropulmonary su- 
ture is a step toward the two-stage operation. The 
author prefers the latter. It is a simple procedure 
which is usually followed by rapid recovery. Ace- 
vedo operates under regional anesthesia induced 
without adrenalin. In the first stage of Lamas’ 
method a rib or two is resected and the formation 
of adhesions between the parietal pleura and visceral 
pleura is stimulated. In the second stage, which is 
undertaken about ten days after the first, the lung 
is opened through the adhesions, the membranes 
are removed, and the cyst is drained. In both stages 
the patient is placed in the jockey position devised 
by Lamas, his body being bent forward and his legs 
hanging at the sides of the table and supported, if 
desired, by stirrups. 

A particular advantage of the two-stage operation 
is that a general anesthetic is unnecessary. When 
done in one stage, the removal of one or two ribs, 
the production of a pneumothorax, and exposure of 
the lung is often dangerous because of complications. 
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For the removal of hydatid cysts of the hilum of 
the lung the author believes a special technique is 
necessary. If they are small, it is best not to operate. 
In certain cases Forlanini’s artificial pneumothorax 
seems to be indicated to produce compression of the 
cyst and its evacuation by vomiting. 

W. A. BRENNAN. 


PHARYNX AND C&SOPHAGUS 


Vinson, P. P.: @sophageal Stricture Following the 
Vomiting of Pregnancy. Surg., Gynec. & Obst., 
1921, XXXiii, 412. 

Six cases of this condition have been observed at 
the Mayo Clinic. Most of the patients gave a 
history of the vomiting of pregnancy followed in a 
few days or weeks by pain and difficulty on deglu- 
tition. In some cases the contraction increased 
until a stomach tube could not be passed. Not 
infrequently the vomitus was bloody or there was 
melena. Gastrostomies had been performed else- 
where or were done at the Clinic in four of the six 
cases for obstruction or hemorrhage. One patient 
died following gastrostomy for almost complete 
obstruction. Postmortem examination revealed a 


lesion at the cardiac opening of the stomach which 
extended upward for 3 or 4 in. The cesophageal 
lining was hyperemic and oedematous. The walls 
were markedly thickened, indurated, and hyper- 
zmic. Behind the cesophagus a diffuse area of 
inflammation and a small amount of pus were 
found. 

The cases all showed a stricture of the oesophagus, 
which in the majority was near the cardia, and all 
were treated by gradual dilatations to 35 or 50 F. 
This treatment was successful. Dilatation is done 
at their homes at long intervals. 

In a review of the literature no mention of stric- 
ture following the vomiting of pregnancy was found. 
Many cases of spontaneous rupture of the cesopha- 
gus following prolonged periods of vomiting have 
been reported, and it is very probable that the 
strictures in this series were due to the same causes. 
Whether or not cesophagomalacia, described by 
Zenker and von Ziemsen in 1878, is responsible for 
the condition is debatable as all of their cases were 
those of males who had induced vomiting over long 
periods of time and they made no reference to a 
similar condition in females. 

O. S. Proctor, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Van Zwalenburg, C.: Final Report on a Case of 
Radical Operation for the Cure of Double 
Obturator Hernia; Failure. Surg.,Gynec. & Obst., 
1921, XXXlil, 429. 

The author reports a case of double obturator 
hernia in which an operation he performed about 
eight years ago completely relieved the colic-like 
pain for six or seven years. Intense pain and the 
symptoms of intestinal obstruction then developed 
but the patient’s condition did not warrant a second 
operation. Death resulted. Autopsy showed a loop 
of ileum firmly incarcerated in the sac of the hernia 
into the obturator foramen. There was no strangu- 
lation but complete obstruction. 

FREDERICK CHRISTOPHER, M.D. 


Lienhardt, B.: The Ether Treatment of Peri- 
tonitis (Die Aetherbehandlung der Peritonitis). 
Schweiz. med. Wchnschr., 1921, li, 674. 

This article is a critical review of cases reported 
in the literature and twenty-two cases treated by the 
author. Pure ether has a very favorable effect on 
peritonitis. In 1o1 cases it decreased the mortality, 
which is usually over 40 per cent, to 27.7 per 
cent. Its action is chiefly local, causing a re- 
active inflammation, exudation, the production of 
immune bodies, and thus destruction of the bac- 
teria. 

A cause for prejudice against the method is the 
fact that relatively often an adhesion ileus follows 
its use. The constitutional effect of the treatment 


is a postoperative analgesia and probably also a de- 
crease in the temperature and increased leucocytosis. 
The author lays emphasis on the dosage of ether 
(maximum too. gm.) on account of the danger of 
collapse, especially in the cases of children. He holds 
that the ether treatment should be reserved for only 
the very severe cases and should not be used asa 
prophylactic measure. The combination of ether 
with camphorated oil is not warranted. 
Dumont (Z). 


GASTRO-INTESTINAL TRACT 


Balfour, D. C.: Surgical Management of Gastric 
Ulcers. Ann. Surg., 1921, xxiv, 449. 


The observations in this article are based on the 
results of surgical treatment in 826 cases of gastric 
ulcer in the Mayo Clinic between January, 1913, 
and January, 1920, and are intended to point out, 
as specifically as possible, the relative merits of 
surgical measures of proved value and some of the 
indications for the selection of these methods. 

Although satisfactory results are obtained in 
from 70 to 80 per cent of cases of chronic gastric 
ulcer in which operation is performed, the author 
predicts better results when more attention is paid 
to the eradication of focal infection and the employ- 
ment of postoperative dietary and therapeutic 
management. 

There are four main considerations on which the 
value of any operation for chronic gastric ulcer 
should be judged: (1) simplicity, (2) applicability, 
(3) immediate results, and (4) ultimate results. 








100 INTERNATIONAL ABSTRACT OR SURGERY 


The simplicity of an operation depends on the 
ease with which it can be performed and the sound- 
ness of the principles on which it is based. In the 
author’s experience gastro-enterostomy alone, or 
preferably, combined with cautery excision of the 
ulcers fulfills these requirements best. Partial 
gastrectomy, particularly when combined with 
gastrojejunostomy in ‘‘Y,” is primarily at a serious 
disadvantage as the chances of mishap during its 
performance are too many to warrant adoption of 
the operation by any but the most skilled and 
experienced surgeons. 

When gastro-enterostomy is indicated there are 
fewer obstacles to its performance than to that of 
any other form of operation. During the past seven 
years it has been used in the Mayo Clinic in 82 per 
cent of operations for gastric ulcer, excluding gastric 
resection. 

All operations for gastric ulcer have been so per- 
fected that immediate convalescence is rarely dis- 
turbed, and complications, such as hemorrhage, 
vomiting, and mechanical difficulties at the anas- 
tomosis, have been practically eliminated. The 
average mortality for all types of gastric ulcer, acute, 
perforating, and chronic, for the past five years has 
been 2.99 per cent. Partial gastrectomy has been 
attended with a much higher mortality, but has 
been employed only in cases of ulcers with serious 
complications or suspected malignancy. 

It is chiefly in relation to the ultimate results that 
the plea is made for more radical surgery than 
gastro-enterostomy, and the question is mainly 
whether or not the disadvantages of gastric resec- 
tion, particularly its greater difficulty and higher 
immediate mortality, are outweighed by any 
superior ultimate results. 

The ultimate results may be considered under 
three headings: (1) relief of symptoms, (2) protec- 
tion against the recurrence of the ulcer or the 
formation of a new ulcer, and (3) protection against 
the development of cancer. Patients who have had 
relief for a year after operation are very unlikely to 
have a recurrence. A few who have been com- 
pletely relieved of their symptoms may suffer from 
gastric hemorrhages at a later period; this tendency 
is greatest in those who reported haemorrhage 
previous to operation. In view of this fact it is 
imperative to deal radically with the bleeding type 
of ulcer. Of the patients who did not obtain a com- 
pletely satisfactory result from operation, very few 
have not obtained a greater measure of relief than 
they had secured from previous medical treatment. 
Protection against recurrence can best be afforded 
by thorough eradication of all septic foci and by 
proper postoperative dietary and_ therapeutic 
measures. 

Cancer has been known to develop during a 
seven-year period in thirty-three of 799 cases of 
gastric ulcer in which operation had been performed 
in the Mavo Clinic. This condition developed after 
every type of operation and apparently with no less 
frequency following partial gastrectomy than fol- 


lowing knife or cautery excision and gastro-enteros- 
tomy. No operation for gastric ulcer will give 
absolute assurance that the patient will not die from 
gastric cancer. This entire question of subsequent 
results in relation to the different operations needs 
continued study. . 

Ulcers of the lesser curvature, including those 
closely associated with the lesser curvature on the 
anterior or posterior wall, comprise almost 90 per 
cent of all gastric ulcers. According to the experience 
at the Mayo Clinic, small ulcers of the lesser curva- 
ture—that is, ulcers with craters less than 1 cm. in 
diameter—are best managed by cautery excision 
and gastro-enterostomy. Satisfactory results are 
obtained in more than 8o per cent of cases and the 
operative mortality is only 1.8 per cent. Because of 
the technical difficulties, because the amount of 
healthy stomach removed is out of all proportion to 
the size of the ulcer, and because of the efficiency of 
cautery excision combined with gastro-enterostomy, 
gastric resection is certainly not warranted for 
small high-lying ulcers. 

Ulcers larger than 2 cm. in diameter with exten- 
sive induration and adhesions and indications of 
possible malignancy require radically different 
treatment. The best surgical management of these 
cases is gastric resection when proof of malignancy 
is established; gastric resection, if it can be per- 
formed without an abnormally high mortality, when 
there is strong suspicion of malignant degeneration; 
radical cautery excision and gastro-enterostomy if 
the resection cannot be performed without an 
abnormally high mortality; and cautery excision 
and gastro-enterostomy in all other cases except 
those of ulcer so near the cardia that access is too 
difficult. In the latter, gastro-enterostomy alone 
will often give surprisingly good results. In cases of 
very extensive ulcer the value of jejunostomy should 
be remembered. 

Ten per cent of gastric ulcers occur on the posterior 
wall, and 75 per cent of these are in the pars media. 
The technical difficulties of treatment are: much 
greater and the results less favorable in this type of 
ulcer. The stomach and the pancreas must be 
separated. This is accomplished by various ap- 
proaches, such as the transgastric, through the 
gastrohepatic omentum, or through the transverse 
mesocolon. W. J. Mayo has recently stated his 
preference for the gastrohepatic route. After the 
ulcer has been separated and specimens have been 
removed for microscopic examination the edges of 
the opening in the stomach should be removed with 
the cautery, the raw surfaces of the pancreas seared, 
the opening in the stomach closed, and a gastro- 
enterostomy performed. Pyloric resection is done 
when posterior ulcers are near the pylorus. 

Ulcers of the anterior wall constitute only 1 per 
cent of gastric ulcers. If small, they can be excised 
primarily with the knife or cautery; if near the 
pylorus, pyloroplasty may be done. For large ulcers 
of the anterior wall near the pylorus pylorectomy is 
justified, but it should be remembered that these 
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‘‘pyloric”’ ulcers are almost always duodenal and 
hence not subject to malignant changes. 

The indications outlined for the choice of opera- 
tion are necessarily general, but are based on a care- 
ful study of the results of operation for 826 gastric 
ulcers in the Mayo Clinic during a seven-year period. 
It seems quite safe to conclude that there is every 
justification for adhering to the practice of excising 
the benign gastric ulcer, preferably by means of the 
cautery, and combining a gastro-enterostomy with 
the excision. The results reviewed do not indicate 
that more radical treatment, gastric resection, is 
preferable in any considerable percentage of cases 
of non-malignant ulcers. It is encouraging to note 
that 85 per cent of the patients in this series were 
traced. More than 7o per cent report complete 
relief; 10 per cent, improvement; and 4 per cent, 
no relief. L. H. Fowrer, M.D. 


Eusterman, G. B.: Diagnostic and Therapeutic 
Aspects of Late Sequelz of Gastric Surgery: 
Observations Based on 6,400 Operations for 
Chronic Gastric and Duodenal Ulcers. J. Am. 
M. Ass., 1921, Ixxvii, 1246. 


In this article the factors are considered which 
contribute to failure or success in the surgical treat- 
ment of chronic benign juxtapyloric lesions. As 
about 70 per cent of all ulcers are duodenal and 
about 65 per cent of all gastric ulcers are at or near 
the pylorus and on the lesser curvature, posterior 
gastrojejunostomy, with or without cautery or 
knife excision, has been the usual operative proce- 
dure at the Mayo Clinic. 

Moynihan gives as the chief causes of failure: 

t. The performance of a gastro-enterostomy in 
the absence of an intrinsic lesion of the stomach or 
duodenum. 

2. Faulty technique causing obstruction, too 
small a stoma, or too long a jejunal loop. 

3. Lack of thoroughness in operating, such as 
neglecting to remove a diseased gall-bladder or 
appendix or failure to deal directly with an ulcer- 
bearing area when circumstances warrant it. 

4. The formation of a new ulcer at or beyond the 
stoma, reactivation of a partially healed or un- 
healed ulcer, or carcinomatous changes in a gastric 
ulcer not removed at the primary operation. 

The author divides the patients whose cases are 
reviewed into two groups: 

Group 1. Almost all of those belonging to this 
group had been operated on elsewhere and their 
recurring symptoms were due to: (1) operation in 
the absence of a lesion, (2) a technical error, (3) 
gastrojejunal or jejunal ulcer. Secondary operations 
for the removal of such lesions were performed in 
forty-four cases. 

In the cases of patients operated on elsewhere the 
diagnosis presents the most difficult problem because 
of: (1) the lack of authentic operative or pre- 
operative data, (2) the possibility that the recur- 
ring symptoms are due to an original functional or 
nervous cause, and (3) the difficulty of determining 
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postoperative complications accurately by the 
roentgen ray. 

Group 2. The patients in this group had demon- 
strable lesions of the gastroduodenal area which 
were corrected at secondary operations. Of a total 
of 6,402 operations of all types for benign ulcers 228 
were secondary. There were 4,793 posterior gastro- 
jejunostomies alone. 

Gastrojejunal or jejunal ulcer necessitated sec- 
ondary operation in the cases of fifty-seven patients, 
forty-nine of whom were males. Pain was located on 
the left side and lower than before operation. 
Eighty-eight per cent of these patients had a recur- 
rence of symptoms within one year following the 
primary operation. The formation of a new ulcer 
at or near the site of the original ulcer was the 
occasion for a secondary operation in twenty-one 
cases. Seventy per cent of the patients of this 
group had recurrence of symptoms within one year 
and eight months. The majority of recurring ulcers 
followed excision or pyloroplasty alone. 

Carcinoma developing on benign gastric ulcer 
treated by gastro-enterostomy alone was found at 
secondary operation in twenty-three cases. This 
was previous to the present almost routine use of 
the Balfour cautery or knife excision combined 
with gastro-enterostomy. 

Answers to questionnaires sent to 2,400 patients 
showed that 88 per cent have been cured or greatly 
benefited. Deaver has recently reported cures in go 
per cent following operation for duodenal ulcer. 
In order to maintain these percentages the surgeon 
must continue to be conservative in accepting the 
young male adult with active gastric chemism and 
the psychoneurotic ulcer-bearing patient if intensive 
medical management can be the alternative. 

In the author’s experience the end-results of 
several hundred well-executed pyloroplasties have 
not been good, while the results following gastro- 
enterostomy have been very favorable. 

In conclusion Eusterman urges greater co-opera- 
tion between the internist and the surgeon in order 
to secure the greatest benefit for ulcer-bearing 
patients. In the Mayo Clinic the surgeons leave the 
pre-operative preparation and the details of the 
immediate and later postoperative dietetics, alkaline 
therapy, removal of foci of infection, and regulation 
of the patient’s future life to the clinicians. 

L. H. Fowter, M.D. 


Finney, J. M. T., and Friedenwald, J.: Pyloro- 
spasm in Adults: Its Medical and Surgical 
Treatment. Am. J.M.Sc., 1921, clxxi, 469. 

The authors review the experimental work which 
has been done with regard to pylorospasm and dis- 
cuss the diagnosis and treatment of the condition. 
Eleven interesting cases representing the different 
forms of the malady are reported. 

Pylorospasm is a complex nervous phenomenon 
the exact etiology of which has not been satisfactor- 
ily established. Experiments have shown that it 
may be produced in rabbits by stimulating the vagus 
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nerve and inhibited by stimulating the splanchnic 
nerves. That there is a definite association between 
this condition and the endocrine system is indicated 
by the fact that the spasm may be brought about 
by injecting certain extracts of the thyroid and the 
parathyroids, and inhibited by injecting an extract 
from the adrenals. On the other hand there is little 
question that changes in tonus or peristalsis are of 
great importance in the production of this phenom- 
enon. 

Pylorospasm is of three types: the neurotic, the 
irritative, and the reflex. In the majority of cases 
it is secondary to some irritative lesion in the stom- 
ach or is a reflex from disease of some other organ. 
Many of these cases are promptly and completely 
relieved by removal of the cause, such as an inflamed 
appendix or gall-stones. 

The condition can usually be recognized clinically 
by a careful study of the case. As a rule, slight if 
any pathologic changes can be demonstrated about 
the pylorus at operation as the general anesthetic 
usually relaxes the pyloric spasmcompletely. In the 
advanced cases various grades of hypertrophy in the 
pylorus and the pyloric antrum of the stomach may 
be observed. 

The symptoms of pylorospasm are rather charac- 
teristic. They consist of hunger pains appearing two 
or three hours after meals, which are relieved by 
emptying the stomach and by the ingestion of food; 
contractions of the stomach leading to tumor form- 
ation, which disappear as the spasm relaxes; and 
symptoms of intermittent stagnation and hyper- 
acidity. 

The greatest aid in the diagnosis is the X-ray. By 
this means the nervous as well as the organic forms 
may usually be differentiated. 

In the treatment of the condition medical meas- 
ures should always be given a careful trial. If it is 
secondary to other abdominal conditions the pri- 
mary disorder should be overcome as far as possible 
before treatment is directed toward the spasm. The 
primary neurasthenia is overcome most satisfactorily 
by dietetic and hygienic measures. During an attack 
the best results are obtained by lavage of the stom- 
ach followed by hypodermic injections of morphine 
and atropine. The drug most useful in the treatment 
of this affection is atropine given in full doses. When 
medical measures fail, pyloroplasty is theoretically 
the operation of choice and gives most satisfactory 
results. FREDERICK CHRISTOPHER, M.D. 


Gordon-Taylor, G., and Berry, J.: The Diagnosis 
and Treatment of Injuries of the Intestines. 
Brit. M. J., 1921, ii, 639. 

This paper is a very comprehensive summary 
of the application to civil practice of the accepted 
teachings of the late war with regard to the treat- 
ment of wounds of the intestines. 

The authors are agreed regarding the value of 
early diagnosis and early laparotomy, suture in 
preference to resection when possible, and local 
sponging rather than irrigation. 





There are three types of intestinal injury due to 
external violence without penetration: (1) primary 
rupture of the entire thickness of the bowel wall, 
(2) secondary rupture, and (3) rupture complicated 
by other severe internal injury. The diagnosis of 
intestinal lesion rests on a careful consideration of all 
the facts and such a case should be considered as a 
possibly severe intestinal injury. 

The symptoms may vary in their order of appear- 
ance. Abdominal pain with or without marked 
tenderness is prominent. Rigidity, vomiting, a 
rising pulse, and shock may be noted. Berry 
emphasizes the fact that some physicians are 
inclined to await the appearance of later signs such 
as a rising pulse, distension, the presence of gas or 
fluid in the abdomen, or the absence of liver dull- 
ness. Makins lays stress on the significance of 
localized tenderness, and Moynihan calls attention 
to the value of Claybrook’s sign, transmission of 
cardiac and respiratory sounds to the abdominal 
wall. Cape suspects an intestinal injury in a restless 
or listless patient with a rising pulse even if pain is 
absent. Berry believes that the diagnosis could and 
should be made earlier. 

The most common cause of intestinal injuries is 
crushing, and the most common site of the lesion is 
in the jejunum and ileum. The vital question is 
whether the abdominal lesion is sufficiently severe 
to demand exploration. As the early protective 
contraction of the gut tends to prevent leakage, 
shock may be delayed. 

The treatment advocated is early rapid explora- 
tion, preferably under local anesthesia, with trans- 
fusion as a supportive measure if indicated. If the 
soiling is localized, dry sponging and closure with- 
out drainage are best, but if soiling is diffuse, a 
weak solution of flavine may be employed in the 
cleansing. 

Taylor discusses the experience of surgeons in 
dealing with penetrating wounds of the intestines 
at the casualty clearing stations during the war. 
Previous experience had led primarily to non- 
operative treatment but in 1915 Richards demon- 
strated that exploration is the only logical measure 
and his opinion was vindicated in the latter part 
of the war. Simple suture is advocated unless: 
(1) the bowel is practically destroyed, (2) there are 
several injuries or divisions close together, (3) there 
is infarction or extensive damage to the mesentery, 
or (4) there is separation from the mesentery for 
more than an inch or two. 

It must be remembered that the mortality follow- 
ing resection is double that following simple suture, 
but cases in which resection is required are primarily 
of a graver nature. It is useless to try to “cobble” a 
devitalized section of bowel even in cases of pro- 
found shock. 

The retroperitoneal wound of the large bowel 
should not be overlooked as it leads early to infec- 
tion of the cellular tissue and a fatal issue. Colos- 
tomy may be of value in such cases if performed 
early, but if the bowel is badly damaged and infec- 
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tion has occurred, resection with wide removal of 
the area and drainage is the only solution. Cacos- 
tomy is of inestimable value in resection of the large 
bowel. 

Cases in which multiple resection is required are 
in themselves often graver than those which may 
be treated by less drastic measures. A consider- 
able number are reported in the statistics of civil 
practice. 

Injuries of the duodenum or pancreas and of the 
bladder combined with an intestinal wound are 
more serious than those of the ileum or jejunum. 
Wounds of the jejunum have the best prognosis. 
Stab wounds in civil practice are probably best 
explored through the wound after disinfection, but 
for gunshot wounds an adequate median or para- 
median incision should be used. In cases of wounds 
of the buttocks or thorax, which often involve the 
abdomen, the prognosis depends on the extent of the 
intra-abdominal damage done by the missile and by 
the bony spicules it scattered. A type of injury 
called a “burst” is a rupture of the smaller vessels 
to the bowel, especially the more fixed portions of 
the large intestine, due to traction caused by a mis- 
sile passing close to the bowel. Gangrenous ulcera- 
tion of the mucosa ensues, with infection and per- 
foration. Such injuries require resection. 

In summing up the question of prognosis, Berry 
stresses two factors: (1) the lapse of time since the 
injury, and (2) the amount of extravasation of 
intestinal contents. He describes a case treated one 
hundred years ago to show the fallacy of the treat- 
ment advocated at that time. J. W. Ross, M.D. 


Andrews, E. W.: Duodenal Diverticula. J. Am. 


M. Ass., 1921, Ixxvii, 1309. 
Andrews reviews the literature and history of 
duodenal diverticula. He divides the history of this 
condition into the necropsy period, in which the 
condition was viewed as a rare and _ interesting 
anatomical deformity whose clinical significance was 
quite unknown, and the clinical period in which 
evidence was brought forward to show that these 
diverticula are important factors in the syndrome of 
gastro-duodenal ulcer. 

To this second period, or perhaps to be classed as 
a coming third period, belongs the evolution of the 
operative cure of the condition which is only just 
beginning, and this in turn seems destined to involve 
rather wider problems than merely operation upon 
sacs and diverticula as the pathology is often as 
mixed and complex as the etiology. 

Diverticula are usually single and found most 
often near the papilla of Vater. They have a smooth 
lining of mucosa with Lieberkuehn’s glands covered 
by a submucosa and muscularis and Brunner’s 
glands. There is no rupture of the muscular walls. 
Many theories are advanced for the formation of 
these diverticula. The author states, however, that 
we cannot overlook the importance of inflammatory 
disease and round ulcer in their etiology or ignore 
their frequency near the head of the pancreas 
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where, according to Kath, the musculature is weak- 
ened by the ducts and large vessels penetrating 
its wall. 

Andrews stresses the fact that the surgeon should 
make his own fluoroscopic examinations. The treat- 
ment is surgical but to date no standardized tech- 


nique has been adopted. H. A. McKnicur, M.D. 


Finsterer, H.: Operative Treatment of Acute Duo- 
denal Hzmorrhages Dangerous to Life. Am. 
J. Surg., 1921, XXXv, 319. 

Finsterer believes that operation should be per- 
formed during the first twenty-four hours or as soon 
as possible in even the most severe haemorrhage of 
chronic ulcers penetrating into neighboring organs, 
and that erosion hemorrhages can never be checked 
so positively as by resection. Acute haemorrhage 
from a duodenal ulcer is always very dangerous, 
and fatal complications such as perforation and 
exsanguination may never be avoided with certainty 
by internal treatment. The author reports 35 cases 
operated on during the stage of most severe hamor- 
rhage. 

Ulcers of the anterior duodenal wall frequently 
bleed from one vessel. Pain is increased and the 
stools are often black several days before the per- 
foration. Hence the perforation may be prevented 
by early operation. In some cases the ulcer may 
perforate so rapidly that only immediate operation 
can prevent it, as shown by one of Finsterer’s cases 
Another case demonstrates that there may be very 
severe repeated hemorrhages from flat ulcers on the 
anterior wall. It is exceptional for duodenal ulcers 
to erode the hepatic artery. 

In ulcer of the posterior duodenal wall bleeding 
from the pancreatico-duodenal artery, which is 
protected only by the peritoneal coat of the pancreas, 
is particularly severe. Autopsies have demonstrated 
that death was due to erosion of other than the 
main branch of the artery. Although hemorrhage 
from a penetrating ulcer may occasionally cease 
spontaneously, the author believes this offers no 
proof that such bleeding arose from an eroded vessel 
in the floor of the ulcer, and quotes an illustrative 
case. Asa rule, fatal hemorrhages arise from ulcers 
that penetrate the pancreas. 

With regard to the clinical differentiation of ulcers 
of the posterior duodenal wall from those of the 
anterior wall the author states that an ulcer present 
for a long period of time and causing almost unin- 
terrupted pain with violent exacerbations which can 
scarcely by controlled with morphine is probably 
located on the posterior wall. An acute hemorrhage 
in such cases arises doubtless from an erosion of one 
of the pancreatic vessels. An ulcer of the posterior 
wall may be indicated also by a positive roentgen 
finding of a distinct niche. Ulcers of the anterior 
wall present for many years cause symptoms only 
periodically and the attacks of pain may be checked 
by morphine. 

Operation should be performed as early as possible 
because the prognosis depends primarily upon the 
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anemia. In the author’s cases two methods of op- 
eration were employed. 

1. The indirect arrest of hamorrhage by com- 
plete exclusion of the ulcer (ligation of the pylorus 
with simultaneous gastro-enterostomy) and com- 
pression of the duodenum by a large tampon. This 
method is simple but depends for success upon 
the accuracy of the compression. In ten cases 
treated by this method there were six cures and 
four deaths. 

2. Resection of the ulcer with direct ligation of 
the bleeding vessel. This method is not too difficult 
or dangerous and is more reliable. Resection of the 
anterior duodenal wall is as easy as resection of the 
stomach. In cases of ulcer of the posterior wall the 
wall is detached from the ulcer base, which is left 
in the pancreas, and the exposed bleeding artery is 
ligated. In twelve cases of resection (three cases of 
ulcer of the anterior wall and nine of ulcer of the 
posterior wall) there was one death (posterior-wall 
ulcer). This case had been treated without avail for 
seven days before operation. Of the eleven cured 
cases, two were operated upon early, and nine after 
several days of bleeding causing severe acute 
anemia, during which time internal treatment was 
without effect. Resection of half of the stomach was 
done permanently to remove the hyperacidity and 
prevent recurrence of the ulcer. 

In 131 duodenal resections done by the author 
the mortality was 4.5 per cent. In the last eighty 
cases operated upon during the past two and a half 
vears it has decreased to 1.2 per cent. Finsterer 
believes that by early operation it may be equally 
reduced in cases of acute hemorrhage. He favors 
local to general anesthesia, and in cases of severe 
anemia local anesthesia combined with the use of 
a few drops of ether. Large pre-operative doses of 
morphine are contra-indicated in such cases. 

The author's choice of method is resection of the 
duodenum and half of the stomach, and direct 
ligation of the bleeding vessel. If the ulcer reaches 
the papilla of the pancreatic ducts, resection is 
technically impossible and the hemorrhage must be 
checked by the exclusion method and compression. 

Watter C. BurkeEt, M.D. 


Ross, G. G.: The Altered Anatomy and Physiology 
of the Cecum and Ascending Colon, the Result 
of Adhesions. Ann. Surg., 1921, Ixxiv, 458. 


The most frequent cause of malfunction of the 
cecum and ascending colon is adhesions. 

In the treatment of such adhesions involving the 
cecum with the ileocecal juncture and the ascend- 
ing colon consideration must be taken of their 
extent and location, their anatomical effect due to 
traction upon the abdominal viscera, and the 
systemic and local symptoms produced. 

The degree of frequency and the extent of the 
adhesions vary greatly. By reason of their location 
a few small adhesions may cause more marked 
symptoms than far {more evident structures in 
some other location. 








Adhesions about the cecum and ascending colon 
do not necessarily produce symptoms confined to 
these structures. They may cause interference in 
any portion of the gastro-intestinai tract. In this 
connection we must consider, among other con- 
ditions, malposition of the stomach with ptosis 
and fixation of the transverse colon due to adhesions, 
traction upon the duodenojejunal juncture due to 
adhesions in the ileocecal area, possible gastric 
lesions of an organic character superinduced by 
malposition due to adhesions lower down, and 
traction upon the splenic and hepatic flexures by 
the misplaced transverse colon and fixed ileocecal 
region. 

The local symptoms are pain about the ileocecal 
juncture and hepatic flexure which is more or less 
constant but has occasional marked exacerbations, 
tenderness, and a feeling of actual stoppage of the 
intestinal contents, especially gas, at the hepatic 
flexure. Fluoroscopic examination often shows a 
fixed point at the ileocecal juncture, the hepatic 
flexure, or both, with delayed passage of the intes- 
tinal contents. The referred local symptoms may be 
so-called dyspepsia without evidence of gastric 
disease, but with tenderness in the right iliac fossa, 
vomiting in the absence of any apparent cause in 
the stomach or upper abdomen, and fluoroscopic 
evidence of disturbed physiological function of the 
cecum and colon. 

The functional symptoms are due to delay in the 
passage of the intestinal contents in the large gut— 
constipation, intestinal torpor, and distress due to 
the excessive formation of gas and its slow and 
painful progress. The systemic symptoms are due 
directly to this coprostasis causing absorption of 
putrefactive substances and may range from mere 
weakness, malaise, listlessness, coldness of the feet 
and hands, and chronic headache to the most 
extreme depression with secondary joint and other 
lesions due to what is practically fecal infection. 

It may be stated broadly that, insofar as treatment 
is concerned, the cases fall into three groups: 

1. Those in which the symptoms due to minor 
adhesions accompany a general ptosis of the viscera 
in persons of the so-called neurasthenic type. In 
these cases the difficulty caused by the adhesions 
is not the major ailment. Attempts at surgical cure 
are unfavorable and unsuccessful. 

2. Those in which the adhesions themselves are 
the main or only cause of the symptoms. In such 
cases it is necessary not only to demonstrate the 
cause of the general symptoms but also to eliminate 
the cases in which the intestinal lesion merely 
accompanies other underlying factors. 

3. Those with most severe general symptoms in 
which the visceral conditions call for extensive 
surgical procedures such as resection of the colon. 
Fortunately such cases are extremely rare. The 
primary mortality is high, and while operation has 
occasionally given brilliant results the latter have 
been so few as to discourage frequent attempts. 

I. W. Bacu, M.D. 
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McKay, W. J. S.: A Simplified Sacral Proctectomy. 
Med. J. Australia, 1921, ii, 365. 


McKay has devised a simplified proctectomy 
which, with the Quénu operation, he has performed 
over twenty times. While the original Kraske 
operation used to take him over two hours to per- 
form, he is able to finish all the steps of his own 
operation, to the point where he is ready to tie off 
the vessels and sew up, in thirty minutes. 

He does an inguinal colostomy two weeks before 
attempting the sacral step. In this he cuts through 
the bowel at once and fixes both ends in the wound. 
The operation proper is performed with the patient 
lying on his left side. The first step consists in 
closing the anus by running a strong silk purse- 
string suture around it. The ends of this suture are 
left long to serve as a retractor. A 12.5 cm. cut is 
then made across the lower part of the sacrum and 
another incision beginning in the center of this cut 
and running forward for a few centimeters is carried 
around the anus in a circle about 2.5 cm. distant 
from the center. After proper dissection, the coccyx 
is removed by means of a chisel. The dense con- 
nective tissue of the fascia propria recti is cut through 
transversely. The operator next turns to the field 
of operation at the anus and deepens the incision, 
taking care to avoid injuring the bulb of the penis. 
The author describes in detail the methods of dealing 
with the levator ani, the coccygei muscles, and the 
lateral ligaments attached to either side of the 
rectum, and the method of closure. 

FREDERICK CHRISTOPHER, M.D. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 
Dunn, A. D., and Connell, K.: Hepatoduodenos- 
tomy, with Observations on the Lyon-Meltzer 
Method of Biliary Drainage. J. Am. M. Ass., 
1921, xxvii, 1093. 

In the case of a patient who was known to be 
without a gall-bladder and common bile duct and 
whose hepatic duct had been anastomosed to the 
duodenum the authors placed a catheter so that it 
led through a fistula into the duodenal recess into 
which the liver poured its secretions. They then 
made the following experiments to determine the 
accuracy of the Lyon-Meltzer hypothesis of segre- 
gation of bile: 

Experiment 1. Eight days after the hepato- 
duodenostomy, 50 c. cm. of a 30 per cent solution 
of magnesium sulphate were introduced by the 
catheter directly into the duodenum through the 
duodenal fistula. The typical a, b, c, sequence was 
obtained. 

Experiment 2. At the same hour the next morn- 
ing, prior to the ingestion of food and without the 
injection of magnesium sulphate, the bile was col- 
lected in fractions for two hours through the 
duodenal catheter. One hundred and ninety cubic 
centimeters of pale yellow bile of uniform color and 
consistency were obtained, all fractions alike. 
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Experiment 3. Three hundred cubic centimeters 
of 30 per cent magnesium sulphate solution were 
introduced into the colon through the rectum. The 
collected bile corresponded to that of Experiment 2. 

Experiment 4. A catheter was passed 32 cm. 
through the duodenal fistula and too c. cm. of 30 
per cent magnesium sulphate solution were injected 
into the jejunum. The a, 6, c sequence was ob- 
tained. 

Experiment 5. The technique of Experiment 4 
was employed except that consecutive instillations 
of magnesium sulphate were made into the jejunum. 
The a, b, c sequence was again obtained. 

On the basis of these findings the authors do not 
feel justified in localizing disease of the biliary tract 
on evidence afforded by the Lyon- Meltzer method of 
bile segregation. Their observations indicate that 
the a, b, ¢ bile-flow sequence obtained in this case 
was due to the reaction of the liver to the presence 
of magnesium in the portal blood. 

I. W. Bacu, M.D. 


Judd, E. S.: Cholecystitis, with Special Reference 
to the Recurrence of Symptoms Following 
Operations upon the Gall-Bladder. J.-Lancet, 
1921, xli, 511. 

Judd reviews 1,022 operations on the gall-bladder 
and ducts performed in the Mayo Clinic during 1920. 
The study of this series of cases suggests the fre- 
quency of the recurrence of gall-stones following 
simple drainage of the gall-bladder. 

In disease of the gall-bl!adder lesions may be 
present in related portions of the gastro-intestinal 
tract. From clinical and experimental data it ap- 
pears that the function of the gall-bladder is prob- 
ably that of a tension bulb and its removal is not 
attended by any sequela detrimental to health. 
The addition to the bile of mucus secreted by the 
gall-bladder and ducts renders it less irritant to 
pancreatic tissue. The gall-bladder probably has a 
concentrating function, as shown by Raus and Mc- 
Master. Removal of this organ produces dilatation 
of the extrahepatic ducts and paralysis of the 
sphincter of Oddi, a fact which suggests how such 
removal might influence the course of chronic pan- 
creatitis and hepatitis. 

The source of infection of the gall-bladder and 
whether or not the disease involves the gall-bladder 
or the neighboring structures first has not been 
settled. From Mann’s experiments with chlorinated 
soda it seems probable that the infection is blood 
borne. Infection by way of the portal stream and 
thence by way of the lymphatics or bile is im- 
probable, as is also infection from the duodenum. 
The gall-bladder itself is probably the first organ 
involved. 

There are four types of cholecystitis recognizable 
from the syndromes. The first is that characterized 
by repeated short, sharp attacks of pain associated 
with infection or stone. The second is a dyspepsia 
with perhaps intermittent jaundice and some local 
tenderness. In the third type the gall-bladder may 
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act as a focus of infection related to a systemic con- 
dition. The fourth is a type associated with migraine. 

The clinical history is all-important in the diag- 
nosis. The X-ray is unreliable, and the recently 
advocated drainage methods have not had sufficient 
trial to warrant their adoption. Operative treatment 
of infection and stones is uniformly satisfactory. 

One hundred and fourteen of 1,022 operations on 
the gall-bladder and ducts at the Mayo Clinic during 
1920 were performed for recurrence of symptoms. 
In twenty-eight cases the primary operation was 
performed at the Clinic. In most instances this 
operation was the procedure of choice, but in some 
it was the procedure of greatest safety. Seven pa- 
tients were never free from symptoms. Most of 
these had had drainage only, which was insufficient 
to remove the infection. The remainder were free 
from symptoms on an average of two and one-half 
years, a fact which suggests that infection or calculus 
was not present during that time. 

In fifteen of the twenty-eight cases the first oper- 
ation was performed simply to provide drainage, 
while in seven cases the gall-bladder was removed. 
In most of these seven cases a stone was found later 
in the common duct and the fact that some of the 
patients were free from symptoms for ten to twelve 
years suggests that there was re-formation of stones 
in the common duct after the removal of the gall- 
bladder. In eight cases stones were found in the 
gall-bladder at the second operation; in two of these 
no stones were present at the primary operation 
when the gall-bladder was drained. In nineteen of 
the cases operated on elsewhere no stones were found 
and the gall-bladder was drained. Stones were 
found in all of these cases at the second operation. 

Judd states that these cases substantiate his 
findings in an earlier series. He emphasizes the fact 
that the risk of further trouble is reduced if the 
gall-bladder is removed and questions the possible 
function of an infected gall-bladder not removed. 
There is no doubt that stones form in the common 
duct after the removal of the gall-bladder, and 
exploration of the duct would not obviate this. 
Associated disease of the liver and pancreas offers a 
problem in the study of gall-bladder lesions. 

J. W. Ross, M.D. 


Meyer, W.: Chronic Cholecystitis Without Stones; 
Diagnosis and Treatment. Ann. Surg., 1921, 
Ixxiv, 439. 

The author discusses all the factors considered in 
the diagnosis of chronic cholecystitis without stones. 
The history, the study of the gastric contents, the 
string test with the use of the duodenal bucket, the 
examination of the feces, the Wassermann test, 
radiography, and fluoroscopy are all of importance. 
Meyer believes that when once the diagnosis has 
been made cholecystectomy may be conscientiously 
and emphatically advised. 

A glistening, bluish, soft, and non-adherent gall- 
bladder may be diseased and harbor pathogenic 
organisms within its walls. In view of the fact that 





bacteria are frequently discovered in the center of 
gall-stones, we can understand how it is that chol- 
ecystitis without stones is the precursor of cholecyst- 
itis with stones. Cholecystectomy in cases of chol- 
ecystitis without stones is therefore a prophylactic 
operation. 

Repeated direct visual inspection of the gall- 
bladder during operation with the tube in place and 
the instillation of a 25 per cent magnesium sulphate 
solution into the duodenum have failed to show the 
slightest physical contraction of the viscus, even 
during a period as long as twenty minutes. The 
Meltzer-Lyon test has little, if any, value in the 
diagnosis but promises to be of great importance in 
the treatment of diseases of the biliary system. 

The Perthes incision is favored by the author in 
the cases of strong male patients. He believes also 
that it is best to advance the gall-bladder fundus 
toward the common duct in the course of a chol- 
ecystectomy. This will enable the surgeon to meet 
possible anatomical variations as regards the blood 
vessels and the cystic duct and to place the ligature 
of the cystic duct close to the common duct, thus 
preventing the later formation of a miniature gall- 
bladder which some authors claim they have ob- 
served after extirpation. 

Temporary drainage of the abdominal cavity after 
cholecystectomy is considered an absolute necessity. 
Air-tight suture of the peritoneal sac means taking 
chances with the patient’s life as the ligature of the 
cystic duct might give way a few days after the 
operation and the leakage of infected bile would 
cause peritonitis and death. 

Knowing before operation that the bile is patho- 
logic, the surgeon will cut down on the gall-bladder 
and pull up the cecum with the appendix, instead 
of cutting down on the appendix and then palpating 
the gall-bladder region. 

Inspection and palpation of the gall-bladder dur- 
ing operation should no longer constitute the only 
indication for cholecystectomy. The quality of the 
bile determined systematically with the help of the 
duodenal tube previous to the operation and, if 
desired, the condition of the bile aspirated from the 
gall-bladder during the operation should guide the 
surgeon in his decision as to where to incise and what 
to excise. FREDERICK CHRISTOPHER, M.D. 


Greig, D. M.: A Case of Adenoma of the Bile Ducts. 
Edinburgh M. J., 1921, n.s. xxvii, 145. 

The important points in the history of this case 
were as follows: 

The patient was a woman 44 years of age who had 
had eighteen pregnancies. The Wassermann test 
was negative. Jaundice developed in 1917 and 
persisted up to the time of operation in 1920 but 
showed no increase in the depth of the color. There 
had been no loss of weight and no colic. The gall- 
bladder seemed to be palpable. The stools were 
practically devoid of bile. The urine was dark 
colored but not as dark as that in cases of complete 
obstruction of the bile ducts. 
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The absence of active gastric disturbances seemed 
to rule out disease of the stomach, and the presence 
of gall-stones seemed improbable because of the 
patient’s freedom from colic. The absence of ema- 
ciation and anemia, the slow course of the con- 
dition, and the jaundice which did not become 
intensified did not fit in with a diagnosis of malig- 
nancy. 

At operation the gall-bladder was found collapsed 
and the surrounding organs appeared normal. What 
had been felt and believed to be the gall-bladder 
was a cystic swelling which bulged behind the 
peritoneum above the pancreas and pressed against 
the cystic and common ducts. This was incised 
and found to contain viscid bile-colored fluid. The 
character of the fluid did not suggest a pancreatic 
cyst. The inner surface of the cyst wall contained 
numerous round cystic elevations. A portion of 
the cyst wall was removed for examination. A 
drainage tube was inserted and nineteen days later 
the patient went home. A perfect recovery was ob- 
tained. 

The examination of the tissue removed showed 
an epithelium suggesting bile-duct origin. Its ap- 
pearance was similar to that of an adenoma of bile- 
duct origin in which the lumina of the acini or bile 
ducts had become dilated to form one large and 
several smaller cysts. In the wall of the cyst a slow 
inflammatory fibrosis had taken place, causing 
compression atrophy of the gland elements at the 
base of the cyst. I. E. Bisuxow, M.D. 


Walton, A. J.: Reconstruction of the Common 
Bile Duct. Brit. J. Surg., 1921, ix, 169. 


Cases in which the common bile duct is obstructed 
or destroyed and cholecystenterostomy is unadvis- 
able or impossible may be grouped as follows: (1) 
accidental injury and removal of a portion of the 
common duct during cholecystectomy; (2) injury 
of the hepatic or common ducts due to absence of 
the cystic duct; (3) certain cases of early chronic 
pancreatitis; (4) certain cases of advanced chronic 
pancreatitis; (5) combined carcinoma of the gall- 
bladder and common duct;(6) certain cases of car- 
cinoma of the head of the pancreas; and (7) obstruc- 
tion of the common duct by scar tissue. 

The foregoing conditions have been treated by 
the following operations: 

1. Direct suture, which is usually feasible only 
immediately after division of the duct. 

2. Lateral choledocho-enterostomy which is pos- 
sible when the duct is much dilated or the obstruc- 
tion is low down and there is no fistula. The opera- 
tion angulates the duct and duodenum, causing 
strain on the suture line. 

3. Reconstruction of the common duct by various 
methods: (1) hepatico-enterostomy (against this is 
ascending infection, bleeding from the liver edge, 
and difficulty in suturing the intestine to the liver); 
(2) anastomosis between the fistula and duodenum 
(a fecal fistula often results and the newly formed 
wall is fibrous and contracts); (3) direct implanta- 
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tion of the duct into the duodenum or jejunum as 
first done by W. J. Mayo; (4) indirect implantation 
(Sullivan inserts a tube into the proximal end of the 
duct and implants the distal tube end into the duo- 
denal wall. The free portion of the tube is sur- 
rounded with omentum. The tube is held in non- 
contractile tissue and is not apt to pass. The wall, 
being omentum, forms a fistulous tract, and stenosis 
and recurrent obstruction may result). 

The author describes the technique of his own 
operation published in 1915. The common bile duct 
is exposed through an upper right pararectal incision 
and the upper border of the duodenum is drawn up- 
ward and anchored in order to shorten the distance 
to the end of the duct. As large a tube as possible is 
fastened into the duct with plain catgut and a flap 
is cut from the anterior surface of the duodenum and 
turned downward. The upper part of the resulting 
opening is sutured until it is only large enough to 
admit the lower end of the tube. The tube is in- 
serted and the duodenal flap then turned upward. 
The tip of the flap is united to the end of the duct, 


‘the upper lateral flap edges are sewed around the 


tube, and the lower flap edges are stitched to the 
duodenal wall which lies immediately behind the 
tube. For safety, a small drainage tube is placed 
down to the line of union. The mucous membrane 
lining is impervious to the action of bile and will 
not contract. The tube lies obliquely over the 
duodenal surface and has a valvular action. It is 
fastened with plain catgut, which rapidly absorbs 
and permits the tube to pass. When obstruction 
in the common duct is low down, the author inserts 
the tube in a lateral slit in the duct and sutures the 
duodenal flap over it. The new duct makes an 
angle with the original duct, but the results have 
been satisfactory. 

Ginzberg and Speese’s cutting of the duodenal 
flap so that it turns upward instead of downward is 
more difficult and less efficient physiologically as it 
angulates the pedicle. 

Walton summarizes his own cases as follows: 

1. There were four cases in which an injury was 
overlooked or some method other than reconstruc- 
tion was used. In three cases in which some form of 
repair was carried out there was one death and one 
shows evidence of further obstruction. In six cases 
in which reconstruction was done the results were 
favorable. 

2.In three cases in which the new duct was 
joined to the end of the divided duct there was one 
death, that of a patient with carcinoma of the com- 
mon duct and gall-bladder who died after resection 
of both carcinomata and reconstruction of the duct. 
The two other patients are in perfect health after 
four years and eighteen months respectively. 

In three cases in which the new duct was united 
to the side of the common duct there was one death, 
that of a patient with advanced pancreatitis who 
died seventeen days after the operation although 
the tube had passed and there was no evidence of 
leakage. The two other patients made an operative 
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recovery but are not free from symptoms because 

one has an incurable carcinoma of the common duct 

and the other has advanced chronic pancreatitis. 
Wa ter C. Burket, M.D. 


Delatour, H. B.: Traumatic Pancreatitis. Au. 
Surg., 1921, Ixxiv, 435. 

Abdominal traumatisms are accompanied by in- 
jury to the pancreas in only a very small proportion 
of cases. The case reported in this article was the 
first observed by the author in thirty years of con- 
tinuous hospital experience in two hospitals which 
receive a large number of severe accident cases 
daily. 

In this instance the rear wheel of a wagon passed 
diagonally over the abdomen of a boy 13 years of 
age. The symptoms of shock were slight. There 
was no distention of the abdomen, no muscular 
rigidity, no dullness in either flank, and no sign of 
internal hemorrhage. Moderate tenderness to pres- 
sure was found in the epigastric region, and after 
about eighteen hours, in which periodic vomiting 
occurred, there was evidence of fluid in the abdomen. 

Operation was performed twenty-four hours after 
the injury. An incision made to the right of the 
median line in the upper abdomen gave issue to 
considerable blood-stained fluid and a few blood 
clots. No injury to the small or large intestine, the 
spleen, or the liver was evident. The region of the 
duodenum was very oedematous and blood. stained. 
On further exploration the head and about one-half 
of the remainder of the pancreas were found to be 
lacerated and contused. The pancreas was exposed 
through the lesser omentum, and three iodoform 
cigarette drains were carried down to the injured 
tissue and brought out through the original incision. 
The wound was closed in layers. During the explo- 
ration very extensive areas of fat necrosis were 
observed in the omentum. 

For several days following the operation there 
was a profuse sanguinous discharge from the drains 
which was very irritating to the skin. On the 
eleventh day the discharge had become very much 
less and all the drains were removed. From then on 
until the fortieth day there was vomiting, associated 
with abdominal pain, and fever. A diagnosis of 
pancreatic cyst was made. Through an incision in 
the back just below the twelfth rib, 2 in. to the right 
of the spine, a mass was found just internal to the 
upper lobe of the kidney. When this was incised 
about 3 pts. of clear fluid were evacuated. A drain- 
age tube was inserted and the wound closed around 
it. The patient’s recovery has been uneventful, and 
there has been no recurrence of symptoms. 

The author considers the posterior incision as the 
simplest and best to drain cysts or abscesses of the 
pancreas. If the diagnosis is not made before explor- 
ation it is better to close the anterior incision and 
approach the tumor through an incision parallel to 
the lower border of the twelfth rib of the side on 
which the tumor is most prominent. 

FREDERICK CHRISTOPHER, M.D. 








Ochsner, A. J.: Drainage of Abscess of the Pan- 
creas. Ann. Surg., 1921, lxxiv, 434. 


The author describes a satisfactory method of 
draining an abscess of the pancreas. In a case re- 
ported an exploratory laparotomy demonstrated 
an indurated mass 5 cm. in diameter in the posterior 
wall of the stomach, which was attached to the tail 
of the pancreas. This swelling contained fluid and 
evidently was an abscess which had formed in the 
tail of the pancreas from an infection originating 
in a perforated gastric ulcer. 

Through an incision 5 cm. long in the left flank 
immediately below the last rib a pair of forceps, 
guided by one hand, was passed forward into the ab- 
dominal cavity to a point behind the pancreas. The 
blades of the forceps were spread widely to establish 
a broad passage. The space behind the pancreas was 
then loosely packed with gauze, in the middle of 
which a large rubber drainage tube was placed. 
The gauze and the drainage tube were passed out 
of the wound in the flank and two cigarette drains 
were carefully placed behind the pancreas. 

Five days after the operation the abscess broke 
spontaneously and a large amount of thick pus 
escaped. The gauze and the cigarette drains were 
removed gradually. The rubber tube was left in 
place for two weeks, when the discharge had been 
greatly reduced. Following the removal of the tube 
the wound healed in two weeks. 

The author states that if the abscess had not open- 
ed spontaneously it could have been opened safely 
after adhesions had formed around the gauze 
tampon by forcing into it long dressing forceps 
passed through the large drainage tube. 

FREDERICK CHRISTOPHER, M.D. 


Sweetser, H. B.: Splenectomy in Third-Stage 
Banti’s Disease; with Report of a Case of Fif- 
teen Months’ Standing. Surg., Gynec. & Obst., 
1921, XXxlii, 376. 

Comparatively few cases of the terminal stage 
of splenic anemia, the so-called Banti’s stage, have 
been treated by splenectomy. True cases of the 
Bantisyndrome show anenlarged spleen and cirrhosis 
of the liver with ascites. The etiology is unknown. 

In an analysis of forty-two cases in which ascites 
was a complication of enlargement of the spleen 
the author found that the mortality after operative 
treatment was 26.5 per cent while that following 
medical treatment is 100 per cent. Fifty-five per 
cent of the patients survived operation and remained 
in good health for more than fifteen months. 
Sweetser reports a successfully treated case in 
detail. He summarizes his article as follows: 

1. Splenectomy offers the best chance of recovery 
from the otherwise fatal terminal stage of spleno- 
megaly. 

2. A plea is made for detailed histories of all 
cases of this type subjected to splenectomy, and 
also for subsequent reports of progress at a date 
sufficiently late after operation to indicate the 
ultimate result as regards the permanency of the 
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cure. Only in this way can judgment be formed as 
to the value of this procedure. 

3. In the study of the blood findings it is not 
sufficient, from the standpoint of prognosis, to 
record the differential white count; a more intensive 
study of the cell structure itself is essential. 

FREDERICK CHRISTOPHER, M.D. 


Ritter, L.: The Clinical Picture and the Site of 
Aberrant Pancreatic Anlages (Zum _ klinischen 
Bilde und Sitz versprengter Pankreaskeime). 
Beitr. z. klin. Chir., 1921, xxiv, 157. 

Tumors having their origin in aberrant pancreatic 
anlages are not rare abnormalities to the pathological 
anatomist, but have been seldom described in the 
literature by clinicians and surgeons. The author 
reports a case observed by himself which was suc- 
cessfully operated on in the Cologne clinic. He also 
reviews comprehensively all the published cases. 
According to Opie, cases in general may be divided 
into two large groups, those in which the tumor is sit- 
uated above the pancreas in the stomach and duo- 
denum, and those in which it is below the pancreas, 
in the duodenum and jejunum. However, as this 
distinction cannot always be sharply drawn, the 
author separates all accessory glands up to and 
including the first jejunal loop from those lying 
further down nearer the ileocecal valve. 

In the case observed by Ritter the family history 
was negative and the patient had been well up to his 
fifteenth year. Gastric pain then began, associated 
with salivation, intestinal rumbling, and a sensation 
as though the viscera turned over. These colicky 
attacks, which were sometimes very severe, occurred 
with no regularity at more or less extensive inter- 
vals. At each attack the abdomen became greatly 
distended so that the clothing was too tight. 

On examination the region of the stomach was 
found to be only slightly sensitive and there were 
no particular findings to be had by palpation. 
Chemical examination of the gastric juice showed, as 
in all other cases observed, a considerable reduction 
in acidity. The X-ray showed a broad stomach with 
the pylorus drawn out something like a pedicle. 
After two hours a finger’s breadth of residue from 
the test meal still remained. 

At operation a tumor the size of a bean was found 
in the upper horizontal portion of the duodenum 


SURGERY OF THE 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Pewny, W.: The Results of Blood Examinations in 

Osteomyelitis (Ergebnisse von Blutuntersuchun- 

gen bei Osteomyelitis). Wien. klin. Wehnschr., 1921, 
XXXIV, I10. 

The total number of leucocytes is frequently con- 

siderably increased (up to 17,000); also that of the 

polynuclear neutrophiles (to 89 per cent, 14,000). 
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about 2 cm. from the pylorus and at the lower 
margin of the duodenum, firmly adherent to the 
latter. In shelling it out the mucous membrane 


‘was opened but was closed again at once by suture. 


Since the duodenum was narrowed by the suturing, 
a posterior gastro-anastomosis was performed and 
the pylorus closed. Healing took place without 
complications, all previous symptoms disappeared, 
and there was a considerable gain in weight. 

The author is unable to explain the extremely 
severe pains but assumes that they might have been 
due to the growth of the accessory gland since up 
to the time they began the aberrant anlage remained 
entirely svmptomless. Other possibilities are that 
the muscles contracted strongly in an effort to expel 
or overcome the tumor; that in the stage of secretion 
the anlage caused painful contractions as it increased 
in size; and that chemical or infectious stimulation 
of the anlage was responsible. 

The occasional malignant degeneration of an an- 
lage has been mentioned by several authors, but 
such instances are rare. The author reviews the 
few cases reported in the literature. The article is 
concluded with a discussion of the frequency of 
pancreatic tumors in the various segments of the 
intestine based on sixty-three cases from the 
literature. Bove (Z). 


Eccles, W. M., and Freer, G. D.: Enlargement 
of a Splenculus to the Size of a Normal Spleen 
After Removal of a Ruptured Spleen Ten Years 
Previously. Brit. M. J., 1921, ii, 515. 

In 1910 a man aged 21 sustained a violent blow 
over the spleen. The spleen was removed after 
exploratory laparotomy had disclosed a rupture, 
the incision being enlarged by sectioning the left 
rectus muscle. The spleen weighed 13 oz. and was 
ruptured on the inner side in the region of the hilus. 

Eight vears later the patient developed an evening 
temperature and was easily fatigued. It was 
thought he might be suffering from tuberculosis in 
obscure form. In 1920 the abdomen was opened 
for the repair of a ventral hernia which had developed 
at the site of the former operation. A normal ap- 
pearing spleen having a notch and a hilus with a 
well-developed pedicle was found in the usual situa- 
tion. It is rare that such an enlarged splenculus is 
seen during life. J. W. Ross, M.D. 
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EXTREMITIES 


The number of lymphocytes is usually considerably 
decreased (to 5 per cent, 450) but in a few cases of 
tuberculous habitus is increased. The behavior of 
the eosinophiles is inconstant. The mononuclear 
leucocytes, like the neutrophiles, are usually in- 
creased (to 13 per cent) as is the case in other 
inflammatory processes. 

From two to three weeks after sequestrotomy the 
leucocytes usually decrease, the lymphocytes ap- 
proach normal, and the eosinophiles increase. 
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Shortly after operation there is a marked rise in the 
number of leucocytes in which all celis participate. 
A few hours after the changing of a drain a high 


leucocyte count was observed, which perhaps was’ 


due to stimulation of the bone marrow. Before the 
lighting up of a new focus the number of leucocytes 
decreased. The number of red cells and the amount 
of hemoglobin are frequently reduced for quite a 
time after operation. The increase in the number of 
leucocytes does not always correspond to the size 
of the sequestrum or the amount of pus present. 
The patient’s resistance is an important factor. 
Deusca (Z). 


Léri, A.: Clinical and Therapeutical Remarks on 
Contractures Following War Wounds. Am. J. 
Surg., 1921, XXXV, 275. 

The author divides contractures following injuries 
of the limbs into two groups, true contractures of 
psychic or reflex origin, which are not entirely resist- 
ant to passive traction, and pseudo-contractures 
due to fibrous adhesions, musculo-tendinous retract- 
ions, etc., which are entirely unreducible. 

Some contractures are functional and without any 
organic lesion to account for them. Aside from 
talipes equinus and equinovarus, nearly all contract- 
ures of organic nature are in flexion; functional con- 
tractures are often in flexion, and contractures in 
extension are in all probability functional. 

Peripheral wounds do not give rise to organic 
contractures of the leg in extension. Extension of 
the leg is one of the easiest attitudes to adopt and to 
hold. A common functional variety of contracture 
in extension is seen in the hand and fingers. Some- 
times the fingers are stretched and spread, either 
all of them or groups of two or three. 

Cases of organic contractures following war 
wounds may be classified in three groups: 

1. Those in which the’ projectile passed at the 
level of, or in close proximity to, the contracted 
muscles, such as cases in which the biceps in the 
arm or the posterior muscles of the thigh are con- 
tracted. These are considered due to musculo-tend- 
inous contractures or muscular fibrosis. An Esmarch 
bandage will relax contractures but not pseudo-con- 
tractures. In cases of war wounds the X-ray often 
revealed fragments of metallic substances in the 
muscles. 

In some instances the irritative material consisted 
of small particles of bone, and in others there were 
small scars. Others showed contractures due to 
irritation of the nerve supplying the contracted 
muscle. The author here reports the case of a man 
with a bullet wound between the middle of the 
spine and the left scapula. The bullet was removed 
from the upper border of the sternomastoid, two 
finger-breadths above the left clavicle. Persistent 
contracture of the long supinator led to investigation 
which revealed a hard mass at Erb’s point. This 
proved to be the callus of a fractured rib moved 
upward. Léri states that since we have learned that 
the innervation of a muscle is individualized on a 





certain portion of the circumference of a nerve, the 
persistent contracture of one muscle is explicable. 

2. Cases of contractures due to organic causes. 
When the X-ray reveals a foreign substance which 
cannot be removed, such as metallic duct, slow 
traction is first begun with the Esmarch bandage. 
If the patient consents to general anesthesia much 
more can be accomplished. In a great number of 
such cases immediate reduction fails. If the con- 
tractures recur after anesthesia has been induced 
muscular re-education is resorted to and continuous 
traction is employed. 

3. Cases of contracture of muscles antagonistic 
to paralyzed muscles. This contracture occurs nearly 
always when treatment has not sufficiently isolated 
paralyzed from non-paralyzed muscles. 

JoHN MitcHeELL, M.D. 


Meyer, W. C. B.: Cystic Disease of the First Rib 
Causing Paralysis. Brit. J. Surg., 1921, ix, 224. 
The author reports the case of a man, aged 52, 
who complained of a swelling in the left supra- 
clavicular region about the size of a tangerine 
orange, wasting of the left hand, numbness of the 
inner side of the forearm and hand, and pain behind 
the left shoulder and down the inner side of the left 
arm and elbow. The X-ray examination showed the 
left first rib to be expanded, irregular in outline, and 
full of cystic spaces, particularly its posterior half. 
The left transverse process of the first dorsal ver- 
tebra also had undergone cystic change. In addition 
to the shadow cast by the superficial tumor there 
was a shadow due to a second deeper tumor involv- 
ing the area of the cupola of the pleura. 

Operation established the diagnosis of hydatid 
disease of the first rib. The pathologic report on the 
material removed was, “daughter cysts of varying 
sizes: from these the scolices of tania ecchinococcus 
were obtained.” 

Five months later the patient had protopathic and 
some epicritic sensation throughout the previously 
anesthetic area and complete relief from pain. 
The electrical reactions were improved. 

FREDERICK CHRISTOPHER, M.D. 


Lance, M., Andrieu, J., and Cappelle, F.: Remarks 
on Juvenile Deforming Osteochondritis of the 
Hip (Remarques sur l’ostéochondrite déformante 
juvénile de la hanche) J. de chir., 1921, xviii, 471, 


There has been much difference of opinion with 
regard to the end-results of the deforming osteo- 
chondritis of infancy—as to whether or not it is the 
cause of the coxa vara of adolescence and the deform- 
ing osteo-arthritis of the adult. 

The authors have endeavored to solve this ques- 
tion by the study of five cases treated by them. The 
oldest of these cases was treated in 1907, and the 
most recent, in 1914. All of these patients still have 
some degree of anatomical deformity of the hip, a 
limp due to shortening and limitation in the move- 
ments of the hip, and muscular atrophy. 




















Therefore, instead of a benign condition which 
can be cured completely by immobilization, juvenile 
deforming osteochondritis is a condition with a 
— prognosis as regards the function of the 

ip. 

The authors state that there is not necessarily 
any relationship between the hip deformity pro- 
duced by juvenile deforming osteochondritis and 
that of juvenile deforming arthritis, and they do 
not agree with Froelich that the deforming osteo- 
chondritis of infancy is the cause of the essential 
coxa vara of adolescence. 

The relationship between deforming osteochon- 
dritis and congenital luxation of the hip is complex; 
in both reduced luxation and congenital insufficiency 
of the hip there are secondary deformities. While 
the authors do not say that a deforming osteochon- 
dritis might not be produced after the reduction of 
a luxation, they believe that when the reduction 
acts as an injury which lights up in the hip a latent 
affection, especially syphilis, it may be a determin- 
ing factor in the beginning of the disease, as in a 
case reported by Elmslie which showed the typical 
evolution of a deforming osteochondritis following 
a traumatic luxation. 

Deforming osteochondritis leaves a deformity of 
the hip which resembles the deformity in cases of 
reduced congenital luxation and to some extent sug- 
gests that due to insufficiency of the hip. While this 
deformity does not lead to the coxa vara of adol- 
escence, it may cause a true deforming and ankylos- 
ing arthritis of the hip by secondary inflammatory 
recurrences. It must not be confused with the de- 
formity which follows epiphyseal erosion of the head 
of the femur. As both lesions are situated in the 
epiphysis, their origin can be determined only from 
their etiology. 

The authors have studied also a number of cases 
of juvenile deforming osteochondritis associated 
with hereditary syphilis. The results seem to in- 
dicate that the possibility of a syphilitic origin can- 
not be entirely rejected, and that when hereditary 
syphilis is the cause, energetic and early treatment 
will no doubt lead to complete recovery from the 
disease and prevent the secondary deformities of 
the hip which would render it functionally weak. 

W. A. BRENNAN. 


Timmer, H.: The Determination of Leg Shorten- 
ing in Hip Disease (Die Bestimmung der Ver- 
kuerzung der Beine bei Erkrankungen des Hueft- 
gelenks). Nederl. Tijdschr. v. Geneesk., 1921, \xv, 
2507. 

The author describes the different methods of 
determining shortening of the leg in hip disease. 
The method most in use is that of measuring the 
distance between the anterior superior iliac spine 
and the lower border of the internal malleolus. In 
this procedure mistakes may be caused by unequal 
abduction, adduction, flexion, rotation, or an asym- 
etrical pelvis. When in a case of unilateral disease 
one leg is in a fixed abnormal position, especially 
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when it is in a fixed adduction position, this measur- 
ing is incorrect as the fixed leg is in the way when an 
attempt is made to bring the normal leg into the 
same position. 

For the determination of the trochanter position 
there are different methods. First, the use of the 


Roser-Nelaton line. In this connection it must be 
borne in mind that neither the trochanter nor the 
tuberosity of the ischium is an absolutely fixed point. 
Slight changes in the position of the thigh affect the 
position of the trochanter decidedly. By repeated 
examinations several authors have found noteworthy 
deviations even in normal hips. 

Two other methods are those of Bryant and Kort- 
eweg. Bryant extends the axis of the thigh above 
the trochanter and drops upon this axis a line from 
the spine. With another line he connects the spine 
and the trochanter. When the position of the tro- 
chanter is normal an equilateral right triangle is 
thus formed. In abnormal conditions the sides 
are unequal. Korteweg gets a triangle by extending 
a line from the tip of the trochanter to the vertical 
line dropped from the spine. This method is sup- 
posed to be more exact than that of Bryant because 
one can feel and measure exactly from the point of 
the trochanter whereas by the other method one has 
to decide largely from feeling on the skin. The 
measurements must always be made on both sides. 
In a unilateral adduction position with the patient 
on his back both legs are put parallel in the abnormal 
position. Because of the adduction, the distance 
between the spine and the trochanter must have 
become greater. If now we find that on the abnormal 
side the distance is the same or that it is less than on 
the normal side, the trochanter is higher and there 
is a real shortening. 

Schomaker makes use of a connecting line between 
the trochanter and spine which should intersect 
the middle line of the body in the region of the 
umbilicus. If there is a change on one side the lines 
do not intersect at the same level, one meeting the 
median line at a lower level than the other. Bv this 
method a slight error in the determination of the 
trochanter point and slight rotation of the leg may 
cause a change in the point of intersection. 

On viewing the patient in a standing position the 
shortening of the leg gives a different impression: 
(1) inclination of the pelvis (muscle paralysis and 
atrophy must be considered); (2) static scoliosis; 
(3) a slanting position of the dimples near the os 
sacrum; (4) greater inclination of the iliac crest on 
both sides; and (5) greater inclination of the spine. 
By placing different thicknesses of plates under the 
shortened leg the exact amount of shortening can be 
determined. 

The author determines in every case the distance 
between the spine and the internal malleolus and 
then the trochanter position by both the Roser- 
Nelaton and the Korteweg methods, comparing the 
results. In the cases of small children with unilateral ' 
congenital dislocation of the hip he brings the mal- 
leoli to the same level and then determines with the 
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eye whether a measuring band laid over the two 
spines runs straight or slantingly. 

In conclusion Timmer discusses the measurements 
in different diseases of the hip and leg. Tim (Z). 


Schmidt: The Development of Genu Valgum from 
Valgus Position of the Foot (Die Entstehung des 
X-Beines durch die Valgitaet des Fusses). Zéschr. 
f. orthop. Chir., 1921, xli, 35. 

The most common leg deformity after the third 
year of life is genu valgum. According to the investi- 
gations of Schmidt, this condition is always associated 
with talipes valgus. Genu varum is relatively rare. 

Studies of models and the X-ray pictures with 
regard to the relationship between talipes valgus 
and genu valgum gave the following findings: 

Genu valgum, the deformity in which the lateral 
angle at the knee joint is lessened, adjusts itself by 
the transmission of weight toward the outside and 
thereby brings about talipes valgus. The changes 
produced in the knee joint are first noticed in the 
capsule and ligaments, which are so stretched that 
a flail-joint results. These changes soon lead to 
characteristic alterations in the bones themselves. 
The X-ray shows that the principal bone changes 
take place in the diaphysis of the femur and tibia. 
The shape of the epiphyses does not differ from the 
normal. The characteristic bending occurs chiefly 
in the tibia in children and in the femur in adults. 
Ina large number of cases there is hypertrophy of the 
lateral cortex of the tibia to meet the new conditions. 

The author discusses in particular the rebuilding 
of the flail-joint and the correction of the genu 
valgum by recumbency and the correction of the 
talipes valgus. Treatment along this line completely 
overcomes the deformity and proves the correctness 
of Schmidt’s theory that genu valgum is a result of 
untreated talipes valgus. 

In most cases the use of inlays which, by high 
borders, hold the foot firm and in a supinated posi- 
tion, and the wearing of high leather shoes are 
sufficient. In especially difficult cases, however, a 
celluloid splint which extends over the joint and 
holds the foot firmly in a position of supination 
should be worn during the night. To combat the 
habitual valgus position of the knee joint the legs 
should be twice daily held for half an hour by a 
support with the knee joints in the median position 
while the feet are held parallel or even in a varus 
position by an extension on the same appliance. 
Active exercises and the maintenance of median 
rotation are of great importance. In the cases of 
small children and in very severe cases external 
supports for the entire leg should be worn at night. 

GLAESSNER (Z). 


Abrahamsen, H.: Koehler’s Disease, with Special 
Consideration of Its Pathogenesis (Kochlersche 
Krankheit mit besonderer Beruecksichtigung der 
Pathogenese). Hosp.-Tid., 1921, lxiv, 87. 


By ‘“‘ Koehler’s disease”’ is understood an anomaly 
which appears in the scaphoid bones in the fifth or 


sixth year of life which is usually unilateral but 
sometimes bilateral. Generally there are no pro 
dromal symptoms, but often there is a history of 
trauma and the child frequently limps and com- 
plains of pain and tenderness to pressure in the 
region of the scaphoid. The muscles of the lower leg 
become atrophic; in many cases there is an increased 
arching of the foot with supination. Less often there 
is a flat-foot position. The only definite proof is the 
roentgen picture showing an abnormally small or 
island-like fragmented center of ossification with 
indefinite borders. 

With regard to the etiology the author states that 
syphilis, tuberculosis, and von Recklinghausen’s 
osteitis fibrosa can be eliminated. Because of the 
late appearance of the center of ossification and the 
anatomical position of the scaphoid bone, Schultze, 
Stumme, Hanisch, and others believe that a com- 
pression fracture of an essentially normal bone plays 
a part. In view of the lack of evidence to prove the 
Schultze theory, other authors ascribe the condition 
to a combination of factors; while they admit that 
trauma may be a direct cause, they believe a con- 
genital postpartum dystrophy of the scaphoid bone 
is a necessary precedent. 

Preiser speaks of a typical traumatic disturbance 
of nutrition. He assumes a primary tearing of the 
tissues containing the vessels bringing nourishment 
to the scaphoid, and draws a comparison to the 
Kienboeck traumatic malacia of the semilunar bone 
of the wrist. Aside from the fact that the latter 
condition is always the result of trauma, there is 
very little similarity in the X-ray findings. The fact 
that it has never been proved that a single trauma 
was the cause of Koehler’s disease led Meulengracht 
to assume that, as in latent metatarsal fractures, 
repeated trauma and over-exertion may often cause 
a compression of the scaphoid. Nevertheless, he 
does not entirely dismiss as a factor a defective 
anlage or an error in development. 

The third theory, suggested by Koehler, is that 
the cause is an anomaly in development, a dys- 
trophic process, since the affection often occurs 
on both sides and without a history of trauma. 
A fracture, according to Koehler, is never the 
cause. 

Abrahamsen had the opportunity to examine a 
case repeatedly with the X-ray. The patient was a 
7-vear-old boy. The case history, inspection, and 
palpation revealed no evidence of Koehler’s disease. 
The first X-ray picture, however, showed that the 
center of the scaphoid bone was entirely absent. 
Abrahamsen gave thyroid treatment for two and 
one-half months, when signs of emaciation appeared. 
The X-ray then showed a 7 mm. bone nucleus with 
very irregular contours. After six weeks the nucleus 
was 9 mm. long. A trauma (as suggested by 
Meulengracht) could be eliminated with certainty 
in this case. By means of X-ray examinations over a 
period of three months the development of a 
scaphoid with the characteristics of Koehler’s 
disease could be followed. Ossification, which was 














delayed, took on growth after the administration of 
the thyroid preparation. 

Abrahamsen sees in this case a strengthening of 
Koehler’s theory. However, he does not deny that, 
especially when there is over-exertion and com- 
pression of the dystrophic bone, trauma may have a 
secondary action. The cause of the primary 
dystrophy is still unknown. SAXINGER (Z). 


FRACTURES AND DISLOCATIONS 


McCarthy, E. A.: Modern Methods in the Treat- 
ment of Fractures. Boston M. & S. J., 1921, 
clxxxv, 469. 

Emphasis is placed on the value of repeated 
X-ray examinations of fractures. The author favors 
open reduction, especially of fractures of the shaft 
of the femur, the distal end of the humerus, the 
forearm, and the patella. He is opposed to the use of 
foreign materials for fixation of the fragments, pre- 
ferring kangaroo tendon or chromic catgut. 

Fractures of the neck of the femur are treated by 
the closed method—complete abduction with the 
limb in full extension and slight inward rotation. A 
traction orthopedic table is used, and a plaster 
spica is applied. 

After a closed reduction in cases of Colles’ fracture 
the hand is flexed and deviated toward the ulnar 
side. Massage, baking, and manipulation are 
begun early. In ten days the cast is removed and the 
part placed on an anterior wooden splint which re- 
mains on until the end of the third week. 

Pott’s fracture also is treated by the closed method. 
A cast is applied with the foot rotated inward and at 
right angles or dorsiflexed. 

Patellar fractures are treated by the open method. 
Holes are drilled laterally in the fragments, and 
coarse kangaroo tendon is used to approximate 
them. A chromic catgut purse-string suture is passed 
through the tendon and capsule. A semicircular 
incision is used. 

The author advocates early treatment of com- 
pound fractures to sterilize the wound, to prevent 
shortening of the muscles and vessels, and to secure 
approximation of the fragments. 

Daniev H. LevintHat, M.D. 


Rixford, E.: On the Mechanics of Production and 
the Treatment of Spiral Fractures. Ann. Surz., 
1921, Ixxiv, 490. 

According to the author, the results of the treat- 
ment of spiral fractures are appalling. Non-union is 
common and deformities of all types about the ankle 
and foot are numerous. To obtain better results a 
proper understanding of the mechanism of the 
fracture is essential. By a diagram it is shown 
that unless the fracture is completely reduced it will 
gap widely along the spiral component. In the 
majority of cases reduction cannot be accomplished 
by the ordinary methods followed by fixation, or 
even by traction. Better results can be obtained in 
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such cases by early operation before secondary 
changes have occurred. Barring definite contra- 
indications to surgical intervention in general, all 
spiral fractures of the long bones of adults and 
adolescents and some of those in children can be 
managed by early open operation. The following 
technique has given Rixford excellent results: 

1. The location and form of the fracture are 
determined by means of X-ray plates. 

2. The spiral part of the fracture is cut down upon 
and all detached chips of bone are removed. Larger 
fragments are also removed if they are not necessary 
for splintage. Both bone ends are drilled, care being 
taken to disturb the bone as little as possible. The 
holes are made at points which, after reduction, will 
make the line joining them oblique to the spiral and 
increase most effectively the resistance to torsion 
displacement. In general this line will be transverse 
to the axis of the bone. 

3. A stout silver wire is passed through the drill 
holes. 

4. The fracture is reduced by traction, rotation, 
and leverage, with care not to break the bone. Any 
periosteal or fibrous tabs between the fragments 
along the spiral are removed but care is taken not to 
strip the periosteum. The wire is drawn taut and 
twisted, its ends being hammered down against the 
bone. 

4. The wound is then closed and some sort of 
efficient retention appliance, a properly fitting 
Thomas splint or a plaster-of-Paris cast, is applied. 

6. The retention appliance is removed frequently 
for massage, mobilization of the joints, and electrical 
stimulation of the muscles. 

I’. W. Carrutuers, M.D. 


Delannoy, E.: Fractures: of the Acetabulum 
Caused by Forcible Central Luxation of the 
Femur (Fractures de la cavité cotyloide par en- 
foncement et luxation centrale du fémur). Rev. de 
chir., Par., 1921, xl, 317. 

The author reviews the literature and reports a 
case of fracture of the acetabulum produced by 
forcible central luxation of the head of the femur. 

Such fractures occur most commonly between the 
ages of 10 and 40 years. Their maximum incidence 
is between the thirtieth and fortieth years. They 
are produced usually by falls and blows upon the 
great trochanter—falls in which the patient alights 
upon his feet, and terrific blows from above upon 
the shoulders. Fractures of the acetabulum with- 
out central luxation of the head of the femur are 
rare. 

Pathologically fractures of the acetabulum may 
be classed as vertical and horizontal fractures with 
slight or complete luxation of the head of the femur, 
and radiating fractures without displacement of the 
femoral head. Loss of function is not always com- 
plete. Movement is accompanied by pain referred 
to both the pelvis and the hypogastrium. Retention 
of urine, dysuria, and abdominal contusions are 
common complications. The limb is held in 
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flexion, external rotation, and abduction. The de- 
gree of rotation depends upon the amount of 
penetration of the femoral head. Objectively one 
notes obliteration of the trochanteric prominence 
and ecchymoses over the trochanter, scrotum, and 
pubes. Rectal examination often reveals crepita- 
tion. 

The diagnosis is aided by the X-ray, which reveals 
luxation of the femoral head and the line of fracture. 
This lesion must be differentiated from simple con- 
tusions of the hip, fracture of the femoral neck, in- 
tracapsular fracture, iliac, ischial and pubic luxa- 
tions, coxalgia, and pelvic tumors. The usual com- 
plications which must always be anticipated are 
injuries to the bladder and rectum, injury to the 
obturator nerve, pelvic hematoma following le- 
sions of the iliac vein, and wounds of the parietal 
peritoneum. 

Early: mobilization of the limb with extension 
followed by massage and passive and active move- 
ment are the essentials in the treatment of acetubu- 
lar fractures without marked luxation of the fem- 
oral head. In the presence of luxation, the femoral 
head may be reduced by external manipulations 
following the methods of Whitman or Roux or by 
open operation. Loyat E. Davis, M. D. 


Dunn, N.: Compound Fractures of the Thigh and 
Leg. Brit. M. J., 1921, ii, 632. 

Experience in the treatment of compound frac- 
tures of the thigh and leg during the war has em- 
phasized the value of splinting in these cases in con- 
trast to the method of open reduction used for 
simple fractures. The Thomas splint can be em- 
ployed for any fracture of the lower limb. Its 
efficiency is shown by the fact that in one series of 
500 cases of fracture of the femur the average short- 
ening was less than 1% in. This splint is easily 
applied and, by holding the fragments, tends to 
lessen shock and sepsis. 

The author advises preliminary measures such 
as the treatment of shock, the administration of 
antitetanus serum, and the early cleansing of the 
wound followed by primary or secondary suture. 
Fractures of the upper third of the femur are 
splinted in flexion and abduction. For fractures 
complicated by large wounds of the buttocks the 
Sinclair net may be used. 

The technique of applying the Thomas splint in 
cases of fracture of the shaft of the femur is discussed 
with emphasis on the methods of obtaining counter- 
traction and suspension and the use of the Sinclair 
skate. The position of the fragments should be 
controlled by frequent X-ray examinations. As 
soon as there is firm callus motion is obtained at the 
knee joint by the use of a Thomas splint with a 
hinge at the knee. A calliper walking splint is used 
after ten to twelve weeks, but weight-bearing is 
not allowed until definite trabeculations can be seen 
through the line of fracture. 

For fractures of the tibia and fibula the Thomas 
knee splint used with traction gives excellent results. 


Two points must be borne in mind: correct position 
of the foot and the normal anterior bow of the 
tibia. Joint fractures, especially of the knee, must 
be accurately reduced, by open operation if neces- 
sary. 

Limitation of motion which so often results in the 
joints following fractures may be largely prevented 
by early splinting, the control of sepsis, and early 
movement of the joint. If ankylosis occurs in the 
hip, knee, or ankle, a good functional position is 
essential. 

Osteomyelitis following a compound fracture is a 
different problem. A radical operation should not 
be considered until late in order that the sequestra 
may be fully formed and maximum resistance may 
have been developed. 

The author claims that by thoroughly cleansing 
and obliterating the cavities and draining posteri- 
orly he has obtained a cure in 80 per cent of the 
cases of fracture of the femur treated by a single 
operation. J. I. Mircuet, M.D. 


Peckham, F. E.: The Treatment of Fractures of the 
Femur. J. Orthop. Surg., 1921, ili, 529. 

This article is a plea for simplicity of apparatus 
in the treatment of fractures of the femur. Ina case 
of fresh fracture of the femurat any point from the 
top to the bottom traction and counter-traction will 
pull the leg down to length. Counter-extension is 
obtained by a padded perineal band attached at the 
head of the bed to a weight half the amount used 
for the direct extension. Coaptation splints are 
used for fractures of the upper and middle thirds. 
The constant traction will pull the fragments down 
to length and if they do not then go into apposition 
it is usually because they are caught in the soft 
tissues. Only in the latter case is open operation 
indicated. 

Peckham’s patients are taken to the operating 
room in bed with all extension apparatus intact. 
Incision can then be made and the fragments ap- 
proximated without removing the patient from the 
bed or the splints from the leg. When accurately 
approximated, the fragments usually need no inter- 
nal fixation. 

In fractures of the neck of the femur, extension 
and counter-extension are also used to bring the 
leg down to normal length. This requires from two 
days to two weeks. When a little more than normal 
length is obtained perfect apposition is effected by 
strong internal rotation and the use of a T splint and 
adhesive straps. In order to get a good weight- 
bearing line and avoid subsequent shortening from 
a varus position of the neck it is important to have 
the distal fragment down under the proximal frag- 
ment. With this method the results are obtained 
gradually, no anesthetic is used, and care of the 
skin and some freedom of the patient’s body are 
permitted. 

Ten case reports are given, and convincing il- 
lustrations supplement the article. 

Wittram A. Crark, M.D. 
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Henderson, M. S.: Fractures of the Femur; End- 
Results. J. Orthop. Surg., 1921, iii, 520. 

The records of 222 patients who had come to the 
Mayo Clinic on account of fractures of the femur 
were studied. The data concerning those who could 
not be traced or who were still under observation 
are not considered in the discussion. 

In the fifty-seven cases of recent fractures there 
were three deaths. One patient died of fracture of 
the skull the day of the accident; one of pulmonary 
embolism the day of the operation; and one, a wo- 
man aged 50, in the third week after operation from 
pulmonary embolism following reduction and treat- 
ment by the Whitman method. Nine patients had 
sustained fractures of the neck of the femur; seven 
were cured. In one case the fracture was improperly 
reduced and one patient failed to carry out the 
treatment. 

The Whitman method is the method of choice, 
but in certain cases the Ruth-Maxwell traction 
method has been used. Seven patients had fractures 
of the upper third of the femur; all obtained satis- 
factory results. Fifteen fractures in the middle 
third of the femur and three of five fractures in the 
lower third were cured. Three of the cases were 
epiphyseal separations in children. One of the 
deaths was that of a boy g years of age who died 
from fat embolism. In forty cases under observation 
to the end-results the outcome was entirely satis- 
factory in 87.5 per cent. 

The present treatment of recent fractures at the 


Mayo Clinic is described briefly. The younger the. 


patient the easier the application of conservative 
measures, although occasionally, even in the cases of 
babies, difficulty is encountered in engaging the ends 
of the bone satisfactorily. When this occurs, open 
operation should be done. In the cases of vigorous 
adults, under proper surroundings, the open oper- 
ation and the use of beef-bone or, if necessary, metal 
plates for internal fixation have been more satisfac- 
tory than conservative measures. Under certain 
ideal conditions of equipment and training conserva- 
tive measures would probably give equally good 
functional results. 

Proper internal splinting and postoperative fixa- 
tion of the limb insure a perfect anatomical result. 
A good fracture table is essential. In the cases of 
elderly patients the author has generally resorted 
to conservative measures, but in the future expects 
to operate more often if the patients are in good 
general health. This does not apply to those with 
fractures of the neck of the femur. In such cases 
the Whitman abduction method gives perfect con- 
trol of the fragments. As prolonged fixation in 
plaster tends to stiffen the knee, it is the present 
practice at the Clinic to put joints in casts which 
permit early active movement. 

Of the 165 patients with old fractures, fifty had 
fractures of the neck of the femur, and all but six 
were operated on. Thirty-nine of those traced were 
operated on, and twenty-eight (71.7 per cent) were 
cured. The bone-pegging operation is satisfactory 
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in cases in which a sufficient amount of the neck of 
the femur is left, but when the neck is absorbed the 
Brackett operation is preferred. In treating old 
fractures of the shaft of the femur, whether in the 
upper, middle, or lower third, operation is usually 
difficult and may be attended by infection and risk 
to life. It is hard to estimate the end-results in 
such cases because a study should be made of indi- 
vidual cases and in some it would be absolutely 
impossible to obtain perfect results. Patients in 
whom the maximum of benefit under the circum- 
stances was obtained were classified as cured, the 
classification being thus based on the personal 
equation. 

The metal plate was used in fifty-eight operations. 
After a tediously long dissection to expose the frag- 
ments, freshen them, and fit the ends of old fractures, 
the use of metal plates and screws was found to be 
the easiest and quickest way out of a difficult posi- 
tion. Prolongation of the operation to apply a bone 
graft is attended with a risk that cannot be lightly 
considered. The oblique and spiral fractures may 
often be held easily with beef-bone screws alone, and 
in cases of transverse fractures the combined use of 
beef-bone plates and screws is in many respects 
ideal. 

Sepsis is more prone to follow the use of the 
metal plates than the beef-bone plate or autogenous 
bone graft. At present every metal plate is removed 
as soon as union is sufficiently firm to permit such 
removal. Infection may spoil a well-conducted op- 
eration and is a factor to be considered in dealing 
with the end-results. In the series of cases reviewed 
infection ran high and occasionally caused failure. 
More recently, beef-bone plates and screws have 
been employed and are better tolerated by the 
tissues. 

Postoperative fixation is essential if there is any 
tension in the muscles of the thigh when the bone 
ends are put together as the plaster-of-Paris cast is 
not sufficient to prevent bowing. If there is any 
question about this, the patient should be put to bed 
with extension on, a Thomas splint being used and 
the foot of the bed being elevated. 

One hundred and fifteen fractures of the shaft of 
the femur were treated. Sixty-nine were operated 
on. Satisfactory results were obtained in fifty-three 
(76.7 per cent). In twenty-nine cases treated by con- 
servative measures satisfactory results were obtained 
in 93.1 per cent. It must be remembered, however, 
that operative measures were employed for the more 
serious fractures, while non-operative measures, such 
as manipulations under ether to line up the frag- 
ments and treatment by extension and the applica- 
tion of Thomas splints, were employed for the more 
simple fractures. 

In 102 cases in which operation was performed for 
an old fracture there were two deaths. One woman, 
aged 38, who had non-union of the middle third of 
the femur, died the day of the operation, probably 
from pulmonary embolism; autopsy was not per- 
mitted. A man, aged 32, died the sixth day after 
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operation; autopsy failed to disclose the cause of 
death. A slight bronchopneumonia and a slightly 
contracted kidney were found but no evidence of 
pulmonary embolism. Death was probably due to 
renal insufficiency. The clinical examination, 
however, had been negative. 

There are two serious complications of clinical 
significance which stand out in this review, throm- 
bosis of the common iliac artery and dilatation of the 
stomach. Thrombosis of the common iliac artery 
is more common in fractures of the neck of the femur 
than has been believed. It was demonstrated at 
autopsy in two of the patients who died of embolism, 
and probably was the cause of the persistent oedema 
in the cases of some of the patients who, so far as the 
fracture was concerned, obtained excellent results. 
Dilatation of the stomach occurs but rarely in ortho- 
pedic cases, but if it is unrecognized may cause 
death. 


Lane, W. A.: The Disastrous Results of Certain 
Abduction Fractures of the Ankle -Joint. 
Lancet, 1921, cci, 697. 

The author's attention having been called 
recently to the poor results following the surgical 
treatment of a fracture of the ankle joint which he 
described many years ago, he discusses the mechan- 
ism of fractures in this region and emphasizes 
especially the treatment of the third-degree abduc- 
tion fracture. 

Fractures of the ankle are caused by adduction 
and by abduction. There are two varieties or de- 
grees of adduction fracture. In the first. the weight- 
bearing on the inner articular surface of the astra- 
galus against the internal malleolus splits off the 
internal malleolus and a wedge of the inner surface 
of the tibia. The line of fracture is almost perpea- 
dicular. The second type includes this fracture and, 
in addition, a transverse fracture of the fibula over 
the lower edge of the tibia due to the greater 
adducting force. 

In abduction fractures three degrees are recog- 
nized. First, that in which abduction causes torsion 
on the fibula, which breaks, usually obliquely; 
second, that in which the internal lateral ligament 
is torn or the internal malleolus is fractured; and 
third, that in which the strain on the interosseous 
ligament tears off a triangular area of the lower end 
of the posterior part of the tibia, the base of which 
extends to the articular surface. 

It is for the last variety that the author makes a 
special plea for rational treatment. Unless the 
articular surface is restored, function can never be 
regained. This cannot be accomplished by the 
ordinary treatment of a Pott’s fracture. 

Lane advises open operation. In the adduction 
fractures the fragment of tibia is replaced and fixed 
by a plate. The fibula fragments fall into normal 
line. In the abduction type the fibula fracture is 
reduced and held by a plate and the tibial frag- 
ments will assume their normal position. 

J. I. Mircue tt, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Mayer, L.: The Free Transplantation of Tendons. 
Am. J. Surg., 1921, XXXV, 271. 

Great progress has been made within the past few 
years in the surgery of tendon transplantation. 
Eight years ago Muller expressed the hope that 
future surgery would be able to replace the loss of 
tendons by free transplantation and since then a 
method of doing this has been found. 

Among those in this country who are responsible 
for advances in this field of surgery Bunnell deserves 
first mention. His method precludes all traumatism. 
To facilitate the suturing in tendon transplantation 
Bunnell devised a tendon clamp so constructed that 
it holds the tendon fibrils firmly together when they 
are sutured. 

In free transplantation the vitality of the trans- 
plant depends upon the accuracy of coaptation of 
tendon to tendon. Gallie and Le Mesuier reported 
evidence that the transplanted tendon does not 
undergo necrosis. Others believe the transplant 
dies and is replaced through the activity of the 
surrounding tissues. 

A knowledge of anatomy and physiology is neces- 
sary for the successful transplantation of tendons. 
The attempt must be made to reconstruct the 
normal paratenon, a loose areolar tissue rich in 
elastic fibers which lies between the tendon and 
fascia. Where the tendon changes direction a sheath 
is provided as the paratenon is not sufficient pro- 
tection against the bony impingement of restraining 
ligaments. The sheath is a sack filled with fluid 
which acts as a buffer against friction. A valve-like 
structure, called the “‘plica,”’ is situated at the upper 
pole of the tendon. The tendon surface is coated 
with cells differing morphologically and functionally 
from the cells of the deeper strata. Injury to them 
must be avoided if the gliding function is to be 
maintained. To fix the tendon to bone or another 
tendon these superficial cells must be removed. 

The author reports four cases of tendon trans- 
plantation. Joun Mitcuett, M.D. 


Forrester-Brown, M. F.: A Study of Some Methods 
of Bone Grafting. Brit. J. Surg., 1921, ix, 179. 


The author reports six groups of cases illustrating 
the advantages and limitations of the different 
types of operation for ununited fractures. As 
guiding principles are advocated: (1) wide opening 
up of vascular bone to give the osteophytes free 
access to the site of fracture, (2) preliminary cor- 
rection of deforming tendencies, (3) protection of 
the bone from undue stress subsequent to the 
operation, and (4) heavy massage and the use of 
the protected limb as soon as callus is formed. 

The operative methods emploved in the treat- 
ment of ununited fractures are: (1) freshening of 
the ends of the bones, with “stepping” to increase 
the raw surface and to make contact more firm, 
(2) the use of many small bone chips to supplement 
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the osteogenetic power of the bone ends, (3) sliding 
grafts, (4) intermedullary peg grafts, (5) inlay 
grafts, (6) plating, and (7) grafts of ivory or boiled 
bone. 

In the application of any of the various methods 
in cases of war injuries the author has found it 
advantageous to divide the operation into two 
stages. At the preliminary operation scar tissue 
and the sclerosed ends of the bone should be re- 
moved and contractures corrected. If primary 
union occurs in two weeks, the bone grafting opera- 
tion is done. The advantages of such a two-stage 
procedure are the prevention of mechanical strain 
on the graft and the avoidance of a flare-up of 
sepsis. 

“Stepping” the ends of the bone is applicable 
particularly to infected cases of ununited fractures, 
especially those of the humerus and the femur and 
occasionally those of the forearm and lower leg. 

Small bone grafts or chips taken from the iliac 
crest may be sutured between the ends of the bone. 
This procedure gives the maximum of raw bone 
surface and limits the escape of living osteoblasts to 
the minimum. Its disadvantages are that it gives 
no mechanical stability and the chips may be ab- 
sorbed. They may survive for one or two years, but 
in the author’s cases, while producing new bone, did 
not cause bony union of the fragments between 
which they were sown. This method should be sup- 
plemented therefore by an inlay or peg graft, and 
is indicated for large gaps in thick bones and to 
replace the enlarged end of a bone whose destruction 
has produced a flail joint. 

The formation of a sliding graft is a simple pro- 
cedure, and as the graft comes from the same bone 
to which it is applied it corresponds to its host in 
structure. The disadvantages of its use are that it 
is not nearly the caliber of the missing part which 
it replaces and cannot withstand strain. It is in- 
dicated for the bridging of short gaps especially in 
the tibia or radius. 

The intermedullary graft is the least desirable as 
it is often difficult to get the ends of the bone far 
enough apart to allow the introduction of the peg. 
and the graft corks the medulla, the source of early 
callus and the most vascular part of the bone. How- 
ever, it may be used to advantage to maintain ap- 
position of the ends of the humerus or femur but 
should be supplemented by a lateral graft. 

Inlay grafting is the most satisfactory method of 
dealing with ununited fractures when there is a 
considerable gap in the bone. Four essentials are 
emphasized: that the graft be thick and vascular, 
that it be applied to as large a raw area in the host 
as possible, that the maximum area of cancellous 
bone consistent with stability be exposed, and that 
the juncture of graft and host be protected from 
strain until callus unites them. The author believes 
that the graft may act as a source of new bone. In 
this connection a case is cited in which the ulna had 
been bridged by a graft from the tibia. Good union 
had resulted at the ends of the graft, which was 
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accidently broken at its center, a considerable dis- 
tance from the ends of the ulna. Union was effected 
in a few weeks by an ensheathing and central callus. 

In discussing plating the author states that there 
is increased danger of a flare-up of sepsis in the use 
of metal after gunshot injuries, and that the sepsis 
will continue until the metal is removed, whereas 
a certain number of bone grafts unite in the presence 
of sepsis. Because of the rarefaction of bone which 
develops around metal screws, the screws are apt to 
become loose and thus fixation is lost. Screws do 
not promote the growth of bone but rather interfere 
with union. As some outside fixation is necessary in 
addition, an absorbable suture is used until the 
cast is applied. Many of the arguments against 
metal apply to grafts of ivory and dead bone. 

In conclusion the author calls attention to the 
necessity of considering the bone graft only as a 
link in the restoration of function. The adjacent 
joints must be mobilized and tendon transplantation 
must be done to replace muscles shot away and to 
mitigate the results of irreparable nerve injuries. 

The article is illustrated by 39 cuts. 

Joun W. Powers, M.D 


Nathan, P. W.: The Biology of Bone Development 
in Its Relation to Bone Transplantation. 
N. York M.J., 1921, cxiv, 454. 


It is a well-known fact that the skeleton is derived 
from the sclerotome which originates from the 
mesoderm. At a definite time and in a definite 
location ossification is ushered in by vascular 
invasion as follows: 

Over a layer of procartilage cells is a layer of con- 
nective tissue cells known as the perichondrium, into 
which a blood vessel pierces, sending branches in all 
directions on the surface of the cartilage and at the 
same time invading the central core. Thus the 
primordial medullary cavity and the so-called 
periosteal ossification are begun. It is certain that 
the ossification does not begin until the osteoblasts 
make their appearance and that these cells appear 
coincidentally with the invading vascular loop. 
There are no cells beneath the perichondrium which 
resemble osteoblasts and the cartilage cells do not 
resemble them in any way. Therefore it is probable 
that the bone-forming cells are brought to the 
ossification point and invade the cartilage with a 
blood vessel. The osteoblasts are neither changed 
cartilage cells nor changed connective cells, but cells 
of independent origin which are deposited under, but 
do not have any direct connection with, the so-called 
perichondrium. Thus the perichondrium does not, 
as is usually stated, become converted into the 
periosteum. 

Nathan further calls attention to the fact that 
both epiphyseal and membranous bone originate in 
the same way as the so-called periosteal bone. At a 
certain time one or more blood vessels from the 
medullary cavity penetrate and terminate at a 
variable distance from the joint surface instead of 
ending at the epiphyseal lines. These bring with 
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them osteoblasts and thus an epiphyseal center of 
ossification is laid down. In membranous bone a 
vascular loop invades the connective tissue instead 
of the cartilage, but otherwise the center of ossifi- 
cation is laid down and bone formation proceeds 
as it does in the epiphysis. 

In the author’s opinion all that is needed to end 
the controversy regarding the productivity of the 
periosteum is the understanding that the osteoblasts 
are the fundamental factors in bone production and 
that by productivity of the periosteum is meant the 
cambium laver containing the osteoblasts. In this 
sense only is the periosteum valuable and capable 
of forming new bone when transplanted. What is 
true of the periosteum is true also of the bone; it is 
not the bone but the osteoblasts which are the 
influential factors responsible for the success of a 
transplantation. F. W. Carrutuers, M.D. 


Lindemann: Anatomical and Clinical Studies in 
Free Transplantation of Bone (Anatomische und 
klinische Studien zur freien Knochentransplanta- 
tion). Zentralbl. f. Chir., 1921, xlviii, 1194. 

The process of organization or regeneration of 
bone transplants extends over a space of years and 
has many distinct stages. The first stage is charac- 
terized by complete necrosis of all the constituents 
of the transplanted tissue. The second stage com- 
prises the organization of the transplant. In the 
third stage the organized tissue, which is constantly 
increasing and becoming richer in cells, partially 
breaks up the bony trabecule of the transplant and 
builds up a new substance of osteoid character. 

Both processes may go on together, but frequently 
a breaking down is seen first and the building up 
does not begin until later. After the third stage the 
process goes on in the same way as the healing of a 
fracture. The newly formed osteoid substance cal- 
cifies and is resorbed. With it disappear more of the 
trabecule of the old transplant, and at the same 
time new bone of normal appearance develops from 
the stumps of the bone ends. 

This process of organization and regeneration is 
on the whole regular, but may be disturbed by 
secondary hemorrhages, inflammation, or mechan- 
ical displacement of the joined ends. 

VALENTIN (Z). 


Stracker, O.: Operation for Rachitic Curvature of 
Bone (Zur Operation rachitischer Beinverkruem- 
mungen). Auenchen. med. Wehnschr., 1921, xviii, 
1020. 


Marked rachitic curvature of bone has become 
frequent. Heretofore the most prominent curvature 
was usually treated by osteotomy and the limb 
placed in the corrected position in a plaster-of-Paris 
cast, the procedure being repeated until the correct 
position was obtained. This treatment requires a 
half to three-quarters of a year and is expensive and 
impractical. Springer’s procedure—subperiosteal 
extirpation, treatment of the bone in a vice, and 
replacement of the bone segments—makes too high 
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a demand on asepsis; the same objection may be 
brought against the procedure of Loeffler by which 
the piece removed is transformed into bone dust. 
Schepelmann goes so far as to replace the bone by 


a plug. The methods employed by Anzoletti and 
Roepke aim at softening the bone by the prolonged 
use of plaster-of-Paris bandages and following this 
by correction. 

Stracker recommends the following procedure 
which is used in Spitzy’s clinic: Osteotomy is per- 
formed at all the vertices of the curvature, any 
associated valgus above the knee is corrected by 
metaphysiotomy, and extension of the limb is ob 
tained by wire or clamps, the plaster-of-Paris band 
age being made into a “guiding plaster-of-Paris 
bandage” with inclusion of the hip joint. At the 
same time bandage-extension is established in the 
pelvic region. A plaster-of-Paris boot (‘‘telescope 
bandage’’) is applied to prevent swelling of the free 
portion of the foot. The maximum weight used is 
4 to 7 kgm. Internal treatment for the rachitis 
is given. Extension is continued for only fourteen 
days. In from four to six weeks there is full consolid- 
ation. Complete cure was obtained without fever 
in every case. SCHEUR (Z). 


Wheeler, W. I. D.: Reconstruction of the Shoulder. 
Brit. J. Surg., 1921, ix, 247. 


The author describes the case of a man 25 years 
of age whose right shoulder below the acromion 
process was totally destroyed so that the arm re- 
mained attached to the body by only a pedicle on 
the inner side carrying the main vessels and nerves. 
The wound remained septic and unhealed for 
eighteen months. At the time of the patient’s 
admission to the hospital the movements in the hand 
were strong and free, and he was able to flex 
and extend the elbow with considerable strength. 
Numerous scars in the shoulder joint were subjected 
to massage, radiant heat, etc. to light up any latent 
sepsis, if such was present, before a major operation 
was attempted. The author describes the stages of 
the operation as follows: 

Stage 1. Two incisions were made, one just below 
the acromion process extending forward under the 
clavicle and backward beneath the spine of the 
scapula about the cicatrix, and the other encircling 
the cicatrix below the level of the middle of the 
shaft of the humerus. These incisions were joined 
in front and behind so as completely to encircle all 
the scar. The dissection was slow and tedious as the 
scar had penetrated deeply into the position cor- 
responding to the shoulder joint. After removal of 
the scar a deep hiatus was left beneath the acromion 
process and the upper end of the fractured humerus. 
The arm hung from the inner flap containing the 
vessels and nerves like the sleeve of a coat. 

Stage 2. The upper end of the humerus was 
cleaned and divided until healthy bone was exposed, 
all irregularities being removed. The glenoid cavity 
was exposed and an effort made to freshen the sur- 
face. 

















Stage 3. A bone graft 9 in. long was removed from 
the inner surface of the right tibia with an Albee 
twin saw regulated so as to cut a graft of tight fit 
for the medullary cavity of the humerus. The graft 
was driven tightly into the humerus for a distance 
of 4 in. and the arm abducted and held in such a 
position that the graft lay along the glenoid cavity, 
the upper extremity touching the acromion and the 
coracoid processes. The attempt was made to ob- 
tain broad union between the graft and scapula with 
the arm in slight abduction. 

Stage 4. As 5 in. of the graft was without skin, 
muscle, or other soft tissue covering, an extensive 
plastic operation was necessary. A large pedicled 
skin flap was fashioned from the front of the chest 
and the skin above and below the original incision 
freshly undermined. This was found insufficient for 
the graft but ample for the wound area. To replace 
the destroyed deltoid muscle by transplantation of 
the pectoralis major outward, as described by Elms- 
lie, the attachment of the muscle to the clavicle was 
separated subperiosteally, the clavicular portion 
isolated from the sternal portion, the tendon attach- 
ment severed so that the muscle lay quite free except 
for the pedicle containing the vascular nerve supply, 
and the detached muscle was swung outward over 
the bone graft to the acromion process and attached 
to the clavicle above by a few points of suture. 
Below, it was sutured to the periosteum and soft 
tissues around the humerus in about the position 
where the normal deltoid is inserted. The clavicular 
portion of the pectoralis major was successfully re- 
placed and the deltoid destroyed. 

Good abduction of the arm resulted but ankylosis 
of the bone graft was aimed at. The muscle graft 
was used merely to give ample covering to the bone. 
The skin flap was then sutured in position and the 
undermined margins were brought into line. The 
operation occupied two hours. Postoperatively the 
arm was carefully immobilized on an abduction 
splint. The stitches were removed in two weeks, 
and the splint then replaced by an extensive plaster 
cast. For three months rigid immobilization was 
insisted upon as is the custom. Subsequently slight 
stresses and strains were permitted in conjunction 
with massage and active movement to stimulate 
growth in the graft. 

Fourteen months after the operation the patient 
was able to hold a vessel weighing 514 lb. at arm’s 
length during exposure for a photograph. He could 
use his arm freely and almost place his hand on the 
back of his head. The scapular movement was in- 
creased in range, and the function of the muscles 
of the upper arm was restored. 

The author calls attention to the following four- 
teen points in bone grafting: 

1. Loss of density apparent in a graft as shown by 
the radiograph several weeks after the operation is 
deceptive and does not necessarily indicate absorp- 
tion and failure. 

2. Final success in bone grafting depends upon 
the operation of Wolff’s law, i.c., “the amount of 
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growth in a bone graft depends upon the need for 
it’’ (Murphy). 

3. To provide the necessary strains and stresses it 
is advisable to allow the graft to function after pre- 
liminary fixation for three months. 

4. Although not essential, the periosteum should 
be left on the graft as it is the medium through 
which new blood vessels enter the graft and the 
surrounding structures. A periosteum-covered graft 
is therefore less apt to become absorbed. 

5. In old ununited fractures with false joints the 
bone is sclerosed, non-vascular, and an unsuitable 
bed for that portion of the graft in contact with this 
area. 

6. In such cases, instead of responding to Wolfi’s 
law, a graft becomes attenuated and absorbed or 
breaks in the critical area five or six months after 
the operation. 

7. In these cases prolonged fixation is particularly 
favorable. Wide resection of the sclerosed bone 
is the only remedy when non-operative methods 
fail. The patient must be resigned to a shortened 
limb. 

8. A graft must not be used to span a gap in the 
humerus or femur. The freshened ends of the frac- 
tured bone must be in apposition and the graft used 
as a support. 

g. The intramedullary peg is most effective. 

10. The bone graft has inherent bacteria-resisting 
properties. Sepsis does not mean the loss of the 
graft. 

tr. Absolute fixation of the graft in its bed for 
about three months, secured either by operation or 
by splints or plaster, is essential for success. 

12. Bone grafting is followed by more uniformly 
successful results in the treatment of spinal caries 
in adults than in other conditions. 

13. As in tendon transplantation and nerve suture, 
the operation of bone grafting should be preceded 
by correction of any deformity. 

14. Identical grafts behave differently in appar- 
ently similar cases, and no definite prognosis can be 
given for many months.  S. C. WoLpeNBERG, M.D. 


Ney, K. W.: A Tendon Transplant for Intrinsic 
Hand Muscle Paralysis. Surg., Gynec. & Obst, 
1921, XXXili, 342. 

The intrinsic muscles of the hand and foot are the 
last to show the return of motor power because of 
their location and the great amount of time neces- 
sary for the regenerating neuraxones to reach the 
end-plates in the muscle fibers. In addition, the 
atrophy is much more extreme in a muscle of small 
volume. 

When a lesion involves both the median and the 
ulnar nerves the disability is extreme. In such cases 
regeneration of the extrinsic muscles is more or less 
complete in twelve to eighteen months following a 
successful nerve suture but in a series of forty-two 
cases of this type in which there was successful 
restoration of most of the extrinsic muscles the 
author found only three which showed any evidence 
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of returning voluntary motor power in the intrinsic 
hand muscles supplied by these nerves. 

Loss of the power to oppose the thumb and fingers 
is the greatest disability. The fingers are flexed at 
the interphalangeal joints by the long extrinsic 
flexors. When the long flexor of the thumb has 
regained voluntary power the distal phalanx may 
be flexed, but as the thumb lies inactive against 
the outer side of the palm this partial function is of 
little value. 

To correct such a disability as this opponens 
paralysis, the author passed the short extensor ten- 
don of the thumb through a tunnel under the ante- 
rior annular ligament and transplanted it into the 
palmaris longus or, when that muscle was absent, 
into the flexor carpi radialis. The advantages of 
this method are evident and Ney hopes for regen- 
eration in the paralyzed muscles which were in no 
way injured by the operation. 

Local anesthesia is obtained by infiltrating with 
I per cent novocaine with 15 drops of adrenalin 
chloride added to each 30 c. cm. of solution. Pres- 
sure is made over the infiltrated area for five 
minutes. 

The dorsal incision to expose the tendon of the 
short flexor of the thumb is made from the metacar- 
pophalangeal joint to 3 cm. above the attachment 
of the extensor ossis metacarpi pollicis, following 
the line of this tendon running near the palmar side 
of the anatomical snuff-box. 

The palmar incision is made over the prominence 
of the palmaris longus tendon. The sheath of the 
palmaris longus tendon is then opened and the 
tendon divided at the point where it begins to 
spread out into the palmar fascia. Care must be 
taken to prevent injury to the median nerve. A 
pair of curved forceps inserted distally into the bed 
of the tendon will pass under the anterior annular 
ligament into the palm of the hand. When the 
point of the forceps is felt under the palmar fascia 
a transverse incision is made large enough to per- 
mit the forceps to pass through without constric- 
tion. 

The superficial fascia, including its fat, is under- 
mined over the thenar eminence and the dorsal and 
palmar incisions are subcutaneously connected while 
another pair of forceps is passed through this under- 
mined subcutaneous channel. At this point the 
end of the extensor brevis pollicis is grasped with 
the forceps and pulled through the channel to the 
palmar incision. Here it is again grasped with the 
forceps passing under the anterior annular ligament 
and pulled under this structure. The thumb being 
held in opposition and the hand flexed on the wrist, 
the transposed tendon is united to the tendon of the 
palmaris longus. 

The sheath of the palmaris longus and the skin 
incision are then closed. The hand and wrist 
should be held in flexion for about a month. 

After the removal of the splints the thumb is held 
in its abducted and opposed position for about six 
weeks, the bandage being removed daily for manip- 


INTERNATIONAL ABSTRACT OF SURGERY 








ulation of the joints. After two months splinting 
is unnecessary. 

The patient should be taught the action of the 
palmaris longus before operation. After operation 
he should practice opposing the thumb and fingers. 

Joun R. MircHett, M.D. 


Perthes: Plastic Reconstruction of the Thumb, 
Especially When There Is Loss of the Entire 
Thumb Division (Ueber plastischen Daumenersatz 
insbesondere bei Verlust des ganzen Daumen- 
strahles). Arch. f. orthop. u. Unfallchir., 1921, xix, 
190. 

For replacement of a missing thumb, especially 
when the metacarpal is also missing, two different 
groups of operations are used: distant plastic oper- 
ations (Nicoladeni I and IL) and adjacent plastic 
operations (artificial cleft formation according to 
Klapp, finger exchange according to Luksch, Spitzy, 
and Machol, twisting of the remaining finger after 
osteotomy of the first metacarpal according to 
Lauenstein). 

The author uses exclusively an adjacent plastic 
method and describes first his plastic operation when 
the first metacarpal is retained. This is an artificial 
cleft formation. When the thumb and index finger 
are both torn away but the corresponding metacar- 
pals are left, the second metacarpal is either dis- 
articulated subperiosteally through an incision on 
the thumb side or is amputated subperiosteally near 
its base in order to make the cleft between the 
thumb stump and the remainder of the hand as 
broad and deep as possible. In this way sufficient 
room is obtained between the two parts and ample 
skin for the covering of the cleft (in one case the 
skin from the middle of the hand sufficed, but in 
others a pedunculated piece from the chest was 
necessary in addition). 

In this cleft formation it is necessary to protect 
the adductor pollicis which crosses the space. There- 
fore its origin on the third metacarpal must be sub- 
periosteally freed and pushed toward the base. The 
metacarpal of the thumb is then mobilized after 
division of the skin on the dorsal and the volar side 
and after the adductor pollicis has been anchored. 
Then follows the covering of the third metacarpal 
by direct skin suture and of the skin defect on the 
grasping surface of the thumb either bv direct skin 
suture or, in the same or a later sitting, by means 
of a pedunculated flap of skin from the chest. 

Two patients operated on in the manner described 
were able, a few months later, to grasp objects and 
to extend the newly formed thumb. A case in which 
all the fingers had been lost was operated upon 
according to the same principles. The second and 
third metacarpal bones were amputated subperios- 
teally near the base and an artificial cleft hand was 
formed as described. This subperiosteal method 
has the advantage that the origin of the adductor 
pollicis and of the interossei remains in a periosteal 
sheath. As the grasping of objects remained imper- 
fect in the third case reported, an osteotomy was 























performed on the third and fourth metacarpals 
near the base and these bones were then dressed in 
a curved position over a gauze roll in the hollow of 
the hand until consolidation had taken place. After 
recovery the patient could easily hold with firmness 
objects ranging in thickness from that of a lead pen- 
cil to that of a broom handle. 

The Nicoladeni I method does nothing more than 
lengthen the thumb part; it does not give it mobility. 
The Nicoladeni II method gives only slight move- 
ment or none. As a matter of fact, the most import- 
ant movements of the thumb (adduction and oppo- 
sition) are carried out by the metacarpal bone. 
Following the use of the author’s method the sepa- 
rated metacarpal bone of the thumb retains its nat- 
ural ability to feel, as is not the case when the distant 
plastic method is used. This is of advantage es- 
pecially in the cases of blind persons who are 
dependent on the sensitiveness of the thumb. 

Perthes uses the adjacent plastic method in cases 
of loss of the entire thumb division (thumb and 
first metacarpal). In three such cases he worked 
out a method which is a combination of all three 
adjacent plastic methods: (1) a split is made be- 
tween the metacarpal bone of the index finger and the 
rest of the hand; (2) the second metacarpal is put 
in the place of the lost first metacarpal in connection 
with the trapezium; (3) the stump of the index finger, 
after osteotomy, is given a twist in such a manner 
that the flexor surface is turned toward the middle 
of the hand and the flexors act as adductors and the 
extensors act as abductors. 

From an incision beginning between the head of 
the second metacarpal and the base of the middle 
finger and extending into the palm of the hand to- 
ward the ulna, the second metacarpal is removed, 
care being taken not to injure the muscles of the 
ball of the thumb. Another incision is then made 
on the dorsal side of the third metacarpal. Through 
these incisions on the flexor and extensor surfaces 
enough skin is obtained to cover the new thumb. 
The wound surface on the middle of the hand is 
covered with a pedunculated flap from the chest 
wall. The second metacarpal is then luxated and a 
small piece of the base is resected (if a small portion 
of the first metacarpal remains, the second meta- 
carpal is not resected but a centimeter from the 
joint is excised at its base by means of a Gigli saw 
and split in a longitudinal direction). 

By a separate incision in the radial side of the 
hand the saddle joint surface of the trapezium is 
exposed and here the correspondingly modeled 
second metacarpal, twisted to 90 degrees, is inserted 
so that the inner surface of the index finger is toward 
the middle finger. In this position the newly formed 
joint is fixed by sutures forming a sort of joint capsule. 
With a portion of the first metacarpal this is put 
in a position of mid-pronation by chiseling and the 
second metacarpal is brought into the incision and 
fixed by a periosteal suture. If the second metacar- 
palis too long to make possible the implantation of 
the base of the index finger on the trapezium, an 
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osteotomy is done in its center, after which the 
implantation is easily accomplished by turning the 
metacarpal bone. 

The freed stump of the flexor pollicis longus is 


then attached to the flexor tendons of the index 
finger, the stump of the extensor pollicis longus is 
attached to the extensor tendons of the index 
finger, the abductor pollicis longus is sutured to the 
base of the second metacarpal (the artificial thumb), 
the freed tendon of the extensor pollicis brevis is 
fastened to the base, and the tendon of the flexor 
pollicis longus is fastened to the flexor surface of the 
second metacarpal. If the tendons of the index 
finger have already found an insertion in the scar 
tissue at the head of the second metacarpal, su- 
turing with the thumb tendons need not be carried 
out as, after a turning of the second metacarpal, 
they can function both in abduction and adduction. 

Then follows the covering of the newly formed 
thumb by drawing together the dorsal and palmar 
skin. The wound surface on the third metacarpal 
is best covered immediately by a pedunculated flap 
of skin from the chest. 

Important in the after-treatment are passive 
movements, hand baths, and bandaging of the newly 
formed thumb in abduction with traction to prevent 
the tendency to adduction contraction. 

Three persons operated on according to this 
method were able to hold large and small objects 
firmly a few months after the operation. Abduction 
and adduction were possible to a considerable ex- 
tent, and the feeling in the thumb was good. 

In conclusion the author states that even when 
the entire thumb is lost the distant form of plastic 
operation cannot compete with the method just 
described. RoupE (Z). 


B4ron, A.: Operative Extra-Articular Stiffening of 
the Hip Joint (Operative extraartikulaere Ver- 
steifung des Hueftgelenkes). Zentralbl. f. Chir., 
1921, xlviii, 1047. 

B4ron discusses from a theoretical standpoint the 
possibility of producing stiffness of the large joints 
extra-articularly by operative means. This is in- 
dicated particularly in the cases of children with 
closed tuberculosis. He has tried the procedure in 
the treatment of tuberculosis of the hip. This case 
was as follows: 

The patient, an 8-year-old boy, had had pain and 
stiffness in the left hip for one year and had worn 
long plaster-of-Paris bandages for six months. There 
was considerable shortening of the leg. When the 
patient was examined by the author he was moder- 
ately well developed and nourished and showed no 
abnormality of the internal organs. The left hip 
was in marked adduction, elastically fixed. The 
head of the femur was displaced forward to a con- 
siderable degree and easily palpable. There was 
marked diminution of function, but no abscess or 
fever. The X-ray showed marked destruction of 
the head of the joint and the acetabulum and com- 
plete luxatio iliaca. 
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By means of extension continued for two weeks 
the head of the femur was almost completely re- 
duced and a position of slight abduction was ob- 
tained. Operation was then done. A lateral incision 
about 20 cm. long was made, from the crest to 
about three finger-breadths below the trochanter. 
The gluteus medius was separated and the outer 
wall of the pelvis and the trochanter were exposed. 
From the outer cortex of the ilium, beginning at the 
crest, a flap of bone and periosteum 4 cm. in length 
and breadth was formed with its base downward. 
This was turned down and fastened. From the 
outer portion of the femur, or of the trochanter 
major, a flap of periosteum and bone was then 
formed with its base upward and turned up and 
fastened. The two flaps were then joined to each 
other and their periosteum fixed smoothly to the 
underlying muscles. 

The formation of the femur flap was difficult as 
the bone splintered and became separated from the 
periosteum. These free bone splinters were laid 
again in their proper places upon the periosteum. 
A flexible flap of bone and periosteum from the 
right tibia was used to cover the joined pelvic and 
femur flaps and the areas from which they had been 
removed so that a firm joining of the three osteo- 
plastic flaps with one another, with the pelvis, and 
with the femur was obtained and the bone flaps 
were surrounded almost entirely by periosteum. 
The gluteus medius and the fascia were joined with 
strong interrupted sutures of catgut by which the 
bone flaps received covering and support. The 
limb was then held in slight abduction by a plaster- 
of-Paris bandage. 

Bleeding from the long and wide wound surfaces 
was inconsiderable and easily controlled by com- 
pression and close suturing. Nevertheless the author 
proposes in his next case to infiltrate the field of 
operation with adrenalin solution as is done in lam- 
inectomy in order to prevent bleeding. 

In the case reported the wound healed by primary 
intention. In six weeks the plaster-of-Paris bandage 
was changed. It was then found that the hip was 
still elastic; the bony bridge between the crest of the 
ilium and the trochanter was easily palpated. The 
X-ray showed the head of the femur in the acet- 
abulum and the pedunculated and freely trans- 
planted bone flaps well joined. No bone atrophy or 
new formation of bone was demonstrable. 

The procedure described is indicated only in cases 
of destructive osteitis in which an operation of con- 
siderable magnitude is warranted and no abscess is 
present. Von LopMAYER (Z). 


Bull, P.: Bilateral Ankylosis of the Hip; Arthro- 
plasty According to Murphy (Doppelseitige 
Ankylose der Huefte; Arthroplastik nach Murphy). 
Norsk. Mag. f. Legevidensk., 1921, iv, 39. 


The patient was a 14-year old boy who, four 
years previously, was ill for five months with pneu- 
monia followed by scarlet fever. Since then, both 
hips had been ankylosed in 60 degrees flexion. The 
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X-ray showed bony ankylosis. October 9, to18 an 
operation was performed on the left hip. An 
arched incision was made around the trochanter, 
the head chiseled free from the acetabulum, and a 
fat flap inserted. The leg was then fixed in between 
20 and 25 degrees abduction and complete extension. 
After eight days passive movement was begun. In 
two months maximum flexion was 60 degrees; ex- 
tension, 10 degrees; abduction, 20 degrees; and ro- 
tation, 30 degrees. February 12, 1919 a similar 
operation was performed on the right side, but in 
this instance the abductors were cut. In spite of 
the same after-treatment the resulting movement 
was not as good, but the functional results on the 
whole were satisfactory. Port (Z). 


Wheeler, W. I. D.: Reconstruction of Ankylosed 
Knee Joints. Brit. J. Surg., 1921, ix, 242. 


Opinion is divided as to the relative merits of 
arthroplasty and excision in the treatment of stiff and 
diseased joints. In certain cases the indications for 
one or the other are comparatively clear. For the 
elbow joint excision is again becoming favored. In 
the shoulder, both operations yield satisfactory re- 
sults. In the hip joint stability is so essential that 
if a mobilization operation is indicated most sur- 
geons prefer arthroplasty to excision. With regard 
to the knee there is almost unanimity of opinion, 
sound ankylosis being preferred in the great majority 
of advanced cases. Reconstruction of an ankylosed 
or diseased knee joint to restore movement has been 
summarily dismissed by many authorities as an 
operation based on unsound principles and rarely 
successful. 

In September, 1919 the author examined a girl 
It years of age who gave a history of acute osteo- 
myelitis of both tibi#, a prolonged illness, and 
frequent operations. Both knee joints were firmly 
ankylosed, the left in flexion and the right in extens- 
ion. The X-ray showed firm bony ankylosis with 
destruction of the epiphysis of the femur and tibia 
on both sides. 

An operation was performed on the left knee by 
the Murphy method. An incision about 4 in. long 
and slightly curved with its concavity backward 
was made on either side of the patella and the skin 
reflected freely. Two tongue-shaped flaps of fat and 
the fibrous layer of the capsule, with their bases 
downward were attached over the internal and 
external surfaces of the upper extremity of the tibia. 
A Jones gouge was easily driven through the new 
bone binding the femur and tibia, and the knee 
fully flexed. 

The lower end of the femur and the upper end of 
the tibia were cleared of all irregular bone and both 
surfaces fashioned to leave as large an amount of 
bone in the lateral diameter as possible, thus di- 
minishing the tendency to lateral instability. A 
mortise in the form of a substantial groove was 
made on the surface of the femur from front to back 
and a corresponding tenon cut in the tibia to limit 
the lateral gliding of one bone upon the other. 























Care was taken to remove slightly more bone from 
behind in order to diminish any tendency to hyper- 
extension. The flaps were then placed loosely across 
the upper end of the tibia and fixed in position by a 
few points of suture. When the flexed joint was 
brought into the straight position the extensors were 
unduly lax and the patella was turned over with 
great ease, a manceuvre which prevents subsequent 
fixation to the front of the femur. There was very 
little pain. 

After eight days the leg was immobilized on a 
simple posterior splint. The child was encouraged 
to move the joint actively as the limb lay unbandaged 
on the splint but great care was taken to prevent any 
movement in a lateral direction. Massage and 
passive movement were employed after the first 
two weeks. The patient was discharged two months 
after the operation on a caliper splint jointed at the 
knee. She was then able to walk without pain and 
had voluntary flexion of about 4 degrees. To ob- 
tain a good result by arthroplasty nothing is of 
greater importance than the prevention of pain. 

Six months after the operation the patient was 
re-admitted to the hospital for treatment of the 
other knee. In this instance the after-treatment was 
modified and improved upon. Extension was main- 
tained by means of a Thomas knee bed splint which 
was daily loosened for massage and active movement. 

The patient was examined again two years after 
the first operation and eighteen months after the 
second. She was then walking freely without a 
splint or crutches, and but for a slight forward bend 
in the body her gait was almost normal. 

The author states that the object of this paper is 
not to advocate arthroplasty of the knee joint, but 
to show that under favorable circumstances and 
when there are real indications for the operation 
there is a reasonable prospect of success. 

S. C. WoLDENBERG, M.D. 


Kleinberg, S.: The Whitman Loop Operation for 
Equinovalgus. J. Am. M. Ass., 1921, |xxvii, 1390. 


After analyzing the mechanics of acquired 
equinovalgus the author points out that there are 
two problems to be met in correcting the deformity: 
(1) the placing of the dorsal flexors so that in 
functioning they will hold the foot in normal re- 
lation to the leg, and (2) the reinforcement of these 
tendons by the transplantation of other tendons. 
He believes that the Whitman loop operation meets 
these requirements. 

In this procedure the dorsal flexors are displaced 
to the inner side of the foot by looping the distal 
part of the tibialis anticus tendon around the dorsal 
flexors and implanting it into the tibia. The dorsal 
flexors are re-inforced by a physiological transplan- 
tation of the peroneus brevis and tertius through the 
sheath of the tibialis anticus, and by transplanta- 
tion of the extensor proprius hallucis to the inner 
side of the foot. 

The limb is then put up in plaster with the foot 
adducted and at an angle of too degrees with the 
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leg. Walking is permitted in ten days and the cast 
is removed in four weeks. After that the patient is 
required to use a flat foot brace with the shoe raised 
on the inner side % to 4 in. 

The author stresses the importance of keeping 
the foot in slight varus and at a right angle after 
the cast is removed. For this purpose a posterior 
night splint is used. 

He reports thirty-two operations on thirty 
patients between the ages of 414 and 28 years. 
The duration of paralysis was from three to twenty- 
six years. The results were classified as excellent 
in fourteen cases and as good in ten. In five cases 
there was improvement and in one the treatment 
failed. 

The author believes the loop operation is indicated 
only in cases of paralytic equinovalgus in which the 
dorsal flexors, peronei, and calf muscles are strongly 
active. The technique is illustrated by five plates. 

Joun W. Powers, M.D. 


Gaenslen, F. J., and Schneider, C. C.: The Treat- 
ment of Tuberculosis of the Ankle in the Adult. 
J. Am. M, Ass., 1921, Ixxvii, 1168. 


The authors state that in deciding upon the treat- 
ment of tuberculosis of the ankle we must take into 
consideration: (1) the prognosis with conservative 
treatment; (2) the duration of conservative treat- 
ment; (3) the length of time conservative treatment 
should be tried before resort is had to operative 
measures; and (4) the percentage of cases in which 
amputation is ultimately necessary. 

Tuberculosis of the ankle is not infrequent. It 
may primarily affect either the synovia or the bone. 
In astragalo-tibial disease swelling is usually noticed 
first on the front of the ankle, on either side of, and 
along the extensor tendons. Fluctuation followed 
by effusion is noted below the malleoli. In walking 
there is a tendency to equino-valgus with outward 
rotation of the leg and foot, by which any motion of 
the astragalo-tibial and astragalo-scaphoid joints is 
avoided. 

The prognosis in the cases of children is fairly 
good if rigid and consistent conservative treatment 
is carried out. Statistics from different clinics show 
that in adults conservative treatment requires a 
very long time to effect a cure. The authors advise 
conservative treatment with fixation of the ankle 
for a period of six months to ascertain the character 
of the disease and the virulence of the infection. 
If there is then no improvement much time will be 
saved by radical operative measures. 

The technique of the operation for fixation of the 
ankle is as follows: 

A vertical incision is made from a point 2 in. 
above the external malleolus and behind the fibula 
downward below the malleolus, and forward to the 
lateral border of the head of the astragalus. The 
peroneal tendons and the external lateral liga- 
ment of the ankle joint are divided. The capsule is 
divided to allow dislocation of the ankle so that the 
sole of the foot faces upward. The diseased synovial 
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membrane and the entire articulating cartilage of 
the tibia, fibula, and astragalus are removed. The 
astragalus is shaped to fit between the malleoli and 
the foot is replaced and fixed midway between valgus 
and varus in slight equinus to allow for the heel of 
the boot. When the astragalus is extensively in- 
volved it may be removed and a tibio-calcaneo- 
arthrodesis performed. 

If the disease is extensive and not apt to be con- 
trolled by the treatment described amputation is 
advised. 

Six cases are reported. 

In conclusion the authors state that in conserva- 
tive treatment of tuberculosis of the ankle joint in 
adults the prognosis is poor. The duration of such 
treatment in cases terminating favorably is found 
from statistics to be four years. Six months of con- 
servative treatment will be sufficient to indicate 
whether radical treatment should be carried out. 
When operation is performed early the patient is 
usually able to return to work in from one to two 
years. FRANK G. Murpny, M.D. 


Hoke, M.: An Operation for Stabilizing Paralytic 
Feet. J. Orthop. Surg., 1921, ili, 494. 

The incision extends from over the head of the 
astragalus downward and backward, ending under 
the external malleolus. The head, neck, and adjacent 
under-surface of the astragalus are denuded of all 
soft tissues. With hammer and osteotome a portion 
of the interior surface of the body of the astragalus 
and the adjacent surface of the os calcis are removed. 
Next, the neck of the astragalus is cut through where 
it joins the body. The amputated neck and head 
are freed from the scaphoid and removed. The 
articular surface of the scaphoid is curetted. The 
cartilaginous facet on the upper surface of the os 
calcis, on which the foot rotates laterally on the head 
of the astragalus, is then removed with a chisel. 

At this stage, with the head and neck of the astrag- 
alus out and the body of the astragalus freed from 
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the os calcis, the surgeon is “able to correct the 
posterior foot deformity, to set the posterior end of 
the os calcis in line with the center of the leg, to 
shift the os calcis laterally in line with the central 
axis of the leg, to correct lateral rotation of the os 
calcis, to pitch the heel up or down, and to shift the 
foot back, as Whitman has pointed out is so essen- 


tial in his astragalectomy.”’ After the articular 
surface has been destroyed and a portion of the neck 
has been cut off the excised piece of the astragalus is 
reinserted. With the foot in the corrected position, 
the head of the astragalus fits back snugly and is 
pushed well down on the os calcis. The foot is held 
in marked dorsal flexion while the cast is applied. 

The operation is done for all paralytic feet which 
show much architectural deformity and great loss 
of muscle power as in such cases a stable skeletal 
foundation is necessary. Tendon transplantations 
and fixations done alone and the use of silk ligaments 
are regarded as unmechanical procedures. The 
Davis operation is regarded as a blind procedure, 
and the Whitman astragalectomy as objectionable 
except for calcaneus and possibly for flail feet. 

The author’s operation was first done in January, 
1917, and since then 104 cases have been so treated. 
Of these, only fifty-seven have been seen at the end 
of periods varying from six months to three years 
later. In all, the foot was stable. The reason for 
such a stabilizing operation is that the joint between 
the foot and leg is one of universal motion and when 
the muscles which control it are paralyzed the joint 
is useless. The leg becomes analogous to an arti- 
ficial limb with a universal joint at the ankle. It is 
as useless to attempt to fix an unstable ankle joint 
by tendon fixation as to attempt to fix a universal 
joint in an artificial leg by tacking straps across it. 

With variations in the technique, particularly in 
the manner in which the head of the astragalus is 
put back, the operation described is adaptable to 
drop-foot, flat-foot, and club-foot. 

Wititram A. Clark. M.D. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Bonniot, A.: Resection of the Transverse Process 
of the Fifth Lumbar Vertebra (La reséction de 
l’apophyse transverse de la 5° vertébre lombaire). 
Lyon chirurg., 1921, xviii, 445. 

Resection of the transverse process of the fifth 
lumbar vertebra for painful sacralization of this 
vertebra is a simple procedure according to the 
publications on the subject, but little is said regard- 
ing the technique employed. In Bonniot’s opinion 
the operation is often a more or less blind one, the 
surgeon being doubtful concerning the identifica- 
tion of the osseous projection he resects. 

Bonniot has made an anatomical and X-ray study 
of the region to determine a route by which the 
transverse process in question may be approached 
most accurately. On the basis of this study he 
draws the following conclusions: 





1. There is no anatomical landmark by which the 
fifth transverse process can be located exactly. 
X-ray procedures alone will permit its localiza- 
tion. 

2. The multiple insertions of the sacrolumbar 
mass almost always converge on the line of the 
tubercles of the transverse process between 2.4 and 
2.8 cm. from the median line immediately within 
the base of the transverse process. 

3. The trunk of the dorsospinal arteries is situ- 
ated on this same line and the path of these arteries 
is entirely inside this line. 

4. The last two considerations determine the 
choice of a route of approach to the transverse 
process. Immediately in front of the fifth trans- 
verse process is a triangle bounded by the lower 
portion of the psoas muscle below and outside, the 

















vertebral body inside, and the sacral wing below. 
Within this triangle run the nerve trunks from the 
fourth lumbar and the ascending lumbar vein. 
Resection of the spinous process exposes the organs 
immediately adjacent to the anterior surface of the 
transverse process. The finding of this landmark, 
which is absolutely constant and is present only in 
the vicinity of the fifth transverse process, assures 
correct resection. 

The incision based on these considerations is 
vertical, about 1o cm. in length, and extends down 
along and a little inside the external border 
of the sacrolumbar mass as far as the iliac crest 
where it turns inward to follow the crest as far as 
the posterior inferior iliac spine. The muscle mass is 
incised and dissected up to its insertion on the 
iliac spine, and immediate access to the fifth lumbar 
apophysis is obtained by an osteotomy in the post- 
erior part of the iliac spine. 

This trans-osseous disinsertion appears to the 
author to have a triple advantage in the fact that 
it is more rapid and smoother than a rugine dis- 
insertion, gives much better exposure, and is better 
adapted to the complete reconstruction of the 
muscle. W. A. BRENNAN. 


Cassirer: Traumatic Injuries of the Spinal Cord 
(Zur Klinik der traumatischen Schaedigungen des 
Rueckenmarks). Zischr. f. d. ges. Neurol. u. Psy- 
chiat., 1921, \xx, r10. 


Most of the traumatic injuries of the spinal cord 
in pre-war times were due to indirect violence. 
Those due to shooting or stabbing were rare. Dur- 
ing the war the conditions were reversed. In 184 
cases seen by the author there were only ten which 
were not due to injury by a projectile or stabbing. 

The action of a projectile is very complicated. 
There is a combination of direct injury of the spinal 
cord with destruction of the vertebral column and 
the consequences of the accompanying fall. The 
injury of the cord is dependent only slightly upon 
the mechanism of the injury, but a projectile which 
becomes lodged and a projectile which passes through 
are different in their effects, the former being much 
more dangerous than the latter. 

The clinical symptoms of injury to the vertebra 
diminish in importance when the cord is involved. 
In such cases the X-ray is of great value but a posi- 
tive roentgen finding does not indicate whether the 
bony change is related to the lesion of the cord. In 
a number of cases the spinal cord was shown to be 
entirely uninvolved in spite of very marked changes 
in the spine, and severe disturbances in the spinal 
cord are often found when no alteration whatever 
is demonstrated in the vertebral column. 

Clinically cases of injury of the cord may be 
divided into the following groups: 

1. Those with a complete transverse break with- 
out a tendency to retrogressive changes. 

2. Those with a partial transverse break (lesions 
of one side) without a tendency to retrogressive 
changes. 
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3. Those which from the beginning show severe 
symptoms of a total transverse break and a pro- 
nounced tendency to retrogressive changes. 

4. Those which from the onset show slight spinal 
symptoms and a pronounced tendency to retrogres- 
sive changes. 

In some cases the original symptoms of cord in- 
jury may be severe and yet disappear as quickly as 
they came, leaving no trace behind them. The 
cauda equina is injured most frequently, the dorsal 
and cervical cord next most frequently, and the 
lumbar cord least often. 

The immediate results of a severe injury of the 
cord consist in general of a loss of all function in 
the regions below the point of injury. In this re- 
spect the region affected by the projectile and the 
site of the injury to the cord do not necessarily 
agree. The paralysis of the voluntary movements 
is complete and of the flaccid variety. The tendon 
reflexes are lost. However, there are a very few 
authenticated cases in which, with complete sever- 
ance of the cord, the tendon phenomena remain. 
The skin reflexes, on the other hand, may be re- 
tained. 

Under certain conditions the spinal cord below 
the place of injury shows a diffuse reflex activity. 
The reflexogenic zones are enlarged, but the reflex 
result is less typical. For example, the stroking of 
the sole of the foot may produce a spasm of the flex- 
ors and also emptying of the bladder and an exces- 
sive outbreak of perspiration. This phenomenon is 
termed ‘‘ mass-reflex.”’ 

The ordinary tendon and skin reflexes of the 
lumbar cord in general remain dependent upon the 
governing centers. The spinal reflexes of the blad- 
der and rectum are far more independent of the 
governing centers. In injury of the anterior horns 
and roots the paralysis is characterized by degen- 
erative reaction. In the course of time this pro- 
ceeds to a diffuse but not extreme atrophy. 

A constant accompaniment of a complete trans- 
verse lesion is the rapid development of decubitus. 
Complete absence of sensibility is found in one-third 
of the cases. The region of anesthesia is for the most 
part smaller than that of pain disturbance and dis- 
turbance of the thermal sense. Above the area of 
complete absense of sensibility there is often a hyper- 
wsthetic zone. The motor disturbances correspond, 
according to their localization, to the spastic type, 
through injury of the cortical spinal path of con- 
duction, or to the atrophic degenerative type, 
through injury to the anterior roots and horns. 

The tendon and skin reflexes in the upper ex- 
tremities are not entirely constant and their diag- 
nostic significance is therefore not very important. 
The contractions are in all the limbs and usually 
extensor. In the lower extremities spastic phenom- 
ena are frequently in the foreground. In this case 
severance of the posterior roots according to the 
method of Foerster is beneficial. 

The separate types of sensibility are differently 
involved. First come the disturbances of thermal 
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sense. These are followed by disturbances of the 
sense of pain. Then come disturbances of deep sens- 
ibility, and finally those of the sense of touch and 
pressure. Vasomotor disturbances are important, 
but the laws of their dependency on the nature and 
extent of the lesion in the spinal cord are not clearly 
recognized. Bladder, rectal, and sexual functions 
may be retained even when there is complete de- 
struction of the cauda. 

A niveau-diagnosis is dependent chiefly on the 
circumference of the anesthesia. Consideration of 
the path of the projectile, the bone injury, and the 
roentgen picture are further checks on the diagnosis. 
The examination of the spinal fluid is of diagnostic 
value in the first days following the injury if blood 
and particles of spinal cord are found in it. 

Frequently the lesion of the cord gives rise to 
serofibrinous meningitis. Cases of epidural and sub- 
dural hemorrhages are very rare. The disease pic- 
ture of hematomyelia is of no great value. Par- 
ticularly difficult to diagnose are the cases in which 
there are combined organic sequele of an injury of 
the cord with functional and nervous phenomena. 
Under the influence of blunt trauma there develop 
in various points of the cord, in addition to the 
results of shock, minute histologic changes which 
may cause permanent loss of function. 


SURGERY OF THE 


Coughlin, W. T.: Section of the Sensory Root of 
the Fifth Cranial Nerve under Local Anzs- 
thesia. Surg., Gynec. & Obst., 1921, Xxxiii, 424. 

In this article, which was read before the Western 
Surgical Association in 1920, the author gives a 
résumé of the history not only of root section but 
also of the ordinary operations that have been done 
for trigeminal neuralgia major—tic douloureux. 
After having used local anesthesia for almost every 
operation that is done about the head, face, and 
neck, he concluded to try it for root section. 

The patient is seated in a dental chair with a head 
support. The line of incision is oblique and extends 
from '4 in. below the center of the zygoma upward 
and backward for about 3 in. The skin in this line 
is infiltrated with !2 per cent procaine with 4 drops 
of adrenalin to each ounce. The loose tissue and 
the pericranium are also infiltrated. On either side 
of the lower end of this line and about 34 in. from 
it similar infiltration is made to the height of 2 in. 
All the tissues to the bone are infiltrated. The incis- 
ion is made, the vessels are caught, the temporal 
fascia is incised in the same line, and the muscle is 
exposed. 

The temporal fascia is next freed from its attach- 
ment to the zygoma, the muscle fibers are separated, 
and retraction is made to expose the bone. The 
periosteum is scraped off and an opening drilled in 
the skull with a burr a short distance above the level 
of the zygoma. The opening is enlarged with a 
rongeur to a little less than the size of a half dollar 
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The prognosis may usually be determined during 
the first weeks. If in this period there is a distinct 
decrease in the symptoms, the prognosis is not en- 
tirely unfavorable even in cases of severe injuries 
of the cord. 

Injuries to the cervical cord are in a much better 
location than injuries to the lumbar cord. Injuries 
= the cauda also show a decided tendency to 

eal. 

In cases of lodged projectiles surgery is indicated 
before all else. Only when the projectile has lodged 
in the body of the vertebra and there are no symp- 
toms should it be left untouched. Cases of vertebral 
fracture with symptoms that remain stationary or 
become worse should be operated on if the patient’s 
general condition is good. An operation may be 
indicated even when the symptoms suggest a com- 
plete transverse lesion as complete loss of function 
is not necessarily dependent upon total anatomical 
destruction of the transverse section. 

It is only in the rarest cases that spinal cord in- 
jury causes organic disease of the cord. Tabes and 
multiple sclerosis certainly do not arise in this 
manner, and the traumatic origin of syringomyelia 
is also highly improbable. On the other hand, it is 
possible that chronic anterior poliomyelitis may have 
its origin in such injury. Meyer (Z). 


NERVOUS SYSTEM 


and made somewhat horseshoe shaped with its con- 
vexity upward. It extends down to the base but 
not far into it. 

The dura is pushed away and the middle menin- 
geal artery tied and cut. Before the vessel is tied 
procaine is injected around it. Pledgets of cotton 
are used in separating the dura. These are soaked 
in procaine and adrenalin solution to lessen the 
bleeding and pain. When the third and second 
divisions of the trigeminal nerve are reached they 
are injected with procaine. The notch at the apex 
of the petrous bone against which the ganglion lies 
is exposed. The dura is incised from a point midway 
between the second and third divisions of the nerve 
upward and backward toward this notch and ele- 
vated from the surface of the ganglion until the root 
is seen entering the fossa of Meckel. Here the root 
is either cut or grasped and avulsed. If there is 
tenderness or pain during the exposure and isolation 
a pledget soaked in 4 per cent cocaine is laid upon 
the root for a few moments. 


Roeper, E.: Conclusions from 1,200 War Injuries 
of the Peripheral Nervous System (Schlussfol- 
gerungen aus 1,200 Kriegsverletzungen des _ peri- 
pheren Nervensystems). Deutsche Ztschr. f. Ner- 
venh., 1921, Ixviii, 409. 

The 1,200 cases observed by the author included 
849 injuries of the arm and shoulder and 459 injuries 
of the pelvis and lower extremities. Severe injuries 
are not restricted in their effects to the region of the 
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wound, but influence profoundly the entire central 
nervous system. On the other hand, a true reflex 
epilepsy has never been observed. Spontaneous 
pain appears chiefly following injury of the median 
and tibial nerves, but seldom following a lesion of 
the radial nerve and almost never injuries of other 
nerve regions. 

Injury of the median and tibial nerves presents 
a variety of peculiarities. An injury of the median 
nerve alone may cause disturbances of a trophic 
nature in all five fingers of the hand. An aneurism 
of the axillary artery produces acute spontaneous 
pain in the region of the median nerve but the 
symptoms of loss of motor impulse are slight. 

In injury of the tibial or the median nerve, symp- 
toms of neuritis are prominent. The palm of the 
hand and plantar surface of the foot are espec- 
ially differentiated in their sensory perceptions. 
Hysterical overlapping is often found in injuries of 
the tibial and median nerves. There is often a 
striking lack of correspondence between the object- 
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ive findings at the point of injury and the loss of 
function. Operative exposure of the site of injury 
offers the best prognosis if done early, but the 
average results achieved by operation are not par- 
ticularly good. 

The author cites 192 results, of which 98 were 
obtained by suture of the nerveand 94 by neurol- 
lysis. Only five cases of nerve suture resulted in 
complete success. In fourteencases there wasallevi- 
ation. Suture of the radial nerve offers the greatest 
prospect of complete restoration of function. The 
results of neurolysis are better than those of suture. 
Of ninety-two cases operated on, good effects 
could be determined in forty-three. 

In conservative treatment, swimming gives par- 
ticularly good results. In conditions of irritation 
good results have been obtained by injections cf 
fibrolysin into the cicatricial region. Orthopedic 
apparatus are of great value for the lower extremi- 
ties, but of less value for the upper extremities. 

MEYER (Z). 


MISCELLANEOUS 


CLINICAL ENTITIES — GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Curchod, H.: Hutinel’s Disease and Its Surgical 
Treatment (La maladie d’Hutinel et son traite- 
ment chirurgical). Rev. méd. de la Suisse Rom., 
1921, xli, 648. 

Hutinel’s disease, described in 1893 as “juvenile 
cardio-tuberculous cirrhosis”, corresponds to the 
callous mediastino-pericarditis of Kussmaul. The 
author has observed three cases: 

The first was of very slow evolution. The condi- 
tion began in infancy with pleurisy. At the age of 
20 the liver was enlarged, and it was only at the age 
of 46 that asystole became evident. 

In the second case the condition began with a 
fever when the patient was 13 years of age. In three 
months hypertrophy of the liver and cyanosis devel- 
oped. The disease then remained stationary for 
three years. The symptoms and fever then increased. 

In the third case the condition began at the age 
of 3 years and resulted in death in the seventh year 
after nine months of asystole with general anasarca. 

Curchod emphasizes the disproportion between 
the symptoms of cardiac lesions, which are generally 
very slight, and the gravity of the peripheral asys- 
tole. He states that it is not necessary to find evident 
signs of pericarditis. Instead, we must seek for the 
fixed position of the cardiac dullness, especially at 
the apex, which does not change with a change in 
the position of the body. X-ray examination is of 
value as it often shows the characteristic picture of 
pericarditis with associated pleuropulmonary lesions 
and obscurity of the clear cardiovertebral space. 

In each of his three cases Curchod noted a charac- 
teristic distribution of cedema. In the early stages 
cedema is present in the face and often the hands. 


It does not last long but is never absent and pre- 
cedes oedema of the lower extremities which appears 
only when asystole is manifest. This oedema, which 
is characteristic of Hutinel’s disease, is due to com- 
pression of the superior vena cava by the adhesive 
mediastinitis associated with the tuberculous peri- 
carditis. 

Surgical treatment is indicated in Hutinel’s dis- 
ease to give space to the heart compressed in its 
fibrous sheath. The recognized procedure is Brau- 
er’s precardiac thoracectomy first done in 1902. This 
operation, which is easy and without special risk, 
has been done in France several times. It was per- 
formed in the first and second of the author’s cases. 
In the first case the result was satisfactory, but in 
the second an acute exudative polyserositis caused 
death. In the third case operation was not pos- 
sible. 

In reviewing the literature the author finds that 
the only cases in which the result has been brilliant 
were cases of pericarditis without valvular lesions. 
In those with valvular lesions the outcome has not 
been favorable or death rapidly followed operation. 
It seems therefore that thoracectomy should be 
reserved for cases of adhesive tuberculous pericar- 
ditis or those in which valvular lesions or symptoms 
of cardiac cirrhosis of the liver may be ruled out. 
Fever and tuberculosis in evolution are absolute 
contra-indications. W. A. BRENNAN. 


Lemon, W. S., and Doyle, J. B.: Clinical Observa- 
tions of Hodgkin’s Disease, with Special Refer- 
ence to Mediastinal Involvement. Am. J. 4M. 
Sc., 1921, clxii, 516. 

The authors review twenty-six cases of Hodgkin’s 
disease with mediastinal involvement which were 
observed at the Mayo Clinic. Twenty-three of these 
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cases were definitely proved by the microscope. 
The age incidence in this series was 20 to 64, which 
is contrary to Reed’s observation that children are 
most frequently attacked. No relationship of the 
condition to tuberculosis could be established, nor 
could acute throat infections be said to have had an 
etiological bearing. 

Few of the patients made complaints in any way 
suggesting mediastinal lesions. Dilated veins over 
the chest were present in three cases in association 
with cyanosis and swelling of the face and neck. 
Pruritis was complained of in four cases. Fluid was 
found in one or both thoracic cavities in eight cases, 
an incidence of 30.7 per cent. 

Glands were palpable in the cervical region in 100 
per cent of the cases, in the supraclavicular area in 
58 per cent, in the axillary region in 50 per cent, 
in the abdominal region in 19 per cent, and in the 
inguinal region in 42 per cent. Splenomegaly oc- 
curred in 23 per cent, and enlargement of the liver 
in 11 per cent. 

Blood counts made in twenty-three cases revealed 
no definite variations from the normal. 

X-ray examination is most useful and important 
in demonstrating mediastinal involvement before it 
can be shown clinically. A positive opinion was 
given in eight cases. Hodgkin’s disease is suspected 


when the roentgenogram reveals a bilateral feathery 
shadow passing out from each hilus. 

Tuberculosis was present in only one case. This 
patient had extensive involvement and suffered from 
the pressure effects of a tremendous tumor which 
had entirely disappeared under treatment. 


Acute 
miliary tuberculosis caused death. 

Besides the usual treatment, which is comparable 
to that employed in tuberculosis, many patients 
have been treated with radium. The glands re- 
spond most satisfactorily. In cases of mediastinal 
complications roentgen therapy gives the best 
results. It should be begun before the deeper 
glands can be palpated and should be kept up for 
a long time in association with treatment with 
radium which is more useful over the superficial 
glands. 


Orr-Ewing, H. J.: A Case of Multiple Serositis 
(Pick’s Disease) of Unusual Distribution. 
Bristol M.-Chir. J., 1921, xxxviii, 90. 


Cases of muliple serositis are not common. 
Usually they are obscure in origin and their diagno- 
sis is difficult. The case reported was characterized 
by considerable abdominal distention, enlargement 
of the spleen, apparently a hydrothorax, anemia, 
and periods of pyrexia. Malignant tertian ring and 
crescents were present in the blood films. 

The author discusses the differential diagnosis. 
The condition may be confused with tuberculosis, 
syphilis, multilobular cirrhosis of the liver, Banti’s 
disease, malignant disease of the peritoneum, and 
Hodgkin’s disease. 

Treatment is unavailing. 

FREDERICK CHRISTOPHER, M.D. 
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Kraus, A.: A Contribution to the Study of Cystic 
Lymphangioma (Contributo allo studio de! |lin- 
fangioma cistico). Arch. ital. di chir., 1921, iv, 63 

Kraus’ case was that of a chiid aged 2 years which 
at birth had a tumefaction in the antero-external 
part of the right side of the chest. This growth had 
remained almost stationary except during the past 
two months when it had rapidly increased in size 
until its circumference was 51 cm. Following its 
surgical removal it was found to weigh 1,050 kgm. 
The child made a good recovery. Macroscopic and 
microscopic examination showed that the tumor 
was a cystic lymphangioma. 

Kraus reviews the history of the condition and 
from this and the study of his own case draws these 
conclusions: 

1. Cystic lymphangioma is congenital. It should 
be considered a true neoplasm. 

2. The tumor is formed by single groups of lym- 
phatic vessels newly formed in young connective 
tissue which are separated by adult connective tis- 
sue bands to form lobes. 

3. The lymphatics of each single group coalesce 
to form cysts. The cysts of a single group come into 
direct contract with cysts of other groups and be- 
come merged with them. 

4. When the pericystic connective tissue or the 
vascular walls of two merged lymph vessels do not 
quite disappear, lacune and spaces are formed 
which appear within the lumina of the cysts. The 
increase in the lumina of the lymph vessels and of 
the consecutive cysts may result from retraction 
of the connective tissue. 

5. The walls of the cyst may show strata of 
substances organized from the cyst contents. In 
the solid, newly formed tissue the phase of new 
formation of lymph vessels is probably repro- 
duced and thus the cystic formation is rapidly 
renewed. 

6. The stratification on the walls of the cyst of 
solidifying substances from the liquid contents 
may completely obliterate the cyst or change its 
lumen. 

7. Tuberculosis does not appear to be an etiolog- 
ical factor. W. A. BRENNAN. 


BLOOD 


Harlow, F. W.: Death from Spontaneous Hem. 
orrhages. J. Roy. Army Med. Corps., Lond., 1921 
XXXVIl, 312. 

The author’s patient had first a slight bleeding 
from the gums and palate. Later there was hema 
temesis, profuse hematuria, and severe rectal 
hemorrhage. The final picture was that of an inter- 
nal hemorrhage. Death followed a period of severe 
shock. 

Harlow discusses the diseases in which death may 
occur from spontaneous hemorrhage and concludes 
that the case he reports was one of purpura hemor 
rhagica unaccompanied by cutaneous extravasation. 

FREDERICK CHRISTOPHER, M.D. 
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Burk, S. B., and Fischer, L.: Transfusion in In- 
fants with Malnutrition. Med. Rec., 1921, ©, 
75h. 

Burk and Fischer state that after careful search 
they were unable to find the use of transfusion in 
malnutrition recorded in any recent textbooks on 
the diseases of children. Its indications are as 
follows: 

1. Progressive loss of weight and improper 
metabolism of food resulting in atrophy with a 
senile expression. 

Cold extremities, feeble heart sounds, thready 
pulse, and symptoms pointing toward general 
exhaustion. 

3, Catarrhal or fermentative colitis with dehydra- 
tion of the blood, feeble pulse, and signs of imminent 
collapse. 

3. Acute infectious diseases such as_ typhoid, 
prolonged scarlet fever, diphtheria, influenza, or a 
post-pneumonic condition wherein a secondary 
anemia follows. 

5. General weakness in premature infants follow- 
ing a prenatal disease such as congenital syphilis or 
weakness due to improper nourishment given by a 
tuberculous mother before the latter comes to the 
clinician, 

6. Weakness due to tropical diseases. 

7. The presence of avitaminosis in addition to the 
use of antiscorbutics. 

Maternal milk is the best food known but many 
breast-fed infants are undernourished. This de- 
ficiency can be supplied by giving complementary 
feedings of cream and carbohydrate, chiefly maltose. 
If the infant continues to lose weight and _ its 
extremities are cold, we must direct our attention 
to the circulatory system. In the cases of marasmic 
infants the authors have tried hypodermoclysis. 
The injection of 4 oz. of warm normal saline solution 
every twenty-four hours is often beneficial. In many 
instances warm saline colonic instillations given at a 
temperature of 105 to 108 degrees F. will add fluid 
to the circulation. Hypodermic medication with 
adrenalin or strychnin often fails to stimulate the 
heart action. In this class of cases transfusion may 
be the only means of saving life. 

After a detailed review of the method and the 
avenues of approach to the circulation in children, 
the following observations are made: 

The preferable areas for transfusion are: (1) the 
median cephalic vein; (2) the median basilic vein; 

3) the external jugular vein; and (4) the superior 
longitudinal sinus. 

It is frequently very diflicult to enter the veins at 
the elbow or the neck and much valuable time may 
be lost in futile attempts. Exposure by cutting down 
on the veins subjects a weakened patient to the 
idditional dangers of shock and infection. 

In the use of the superior longitudinal sinus all 
bjectional factors are eliminated. Up to the age 
of 2 to 214 years the anterior fontanelle lends itself 
idmirably to this operation. The following instru- 
ments and supplies are necessary: 
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One 30-ccm. glass syringe (Record or Luer); 
several 18-gage 4-cm. needles; one ordinary glass 
jar or drinking glass; one glass stirring rod; one 
bandage or rubber tourniquet; one tube of sterile 25 
per cent sodium citrate solution; tincture of iodine; 
95 per cent alcohol; and sterile gauze. 

Relative to the selection of the donor the follow- 
ing statement is made: ‘It is well known that the 
use of indiscriminately selected donors may nullify 
the value of the transfusion or even be disastrous to 
the recipient. It is therefore necessary to select a 
vigorous, healthy individual with an approximately 
normal red blood cell count and hemoglobin con- 
tent, whose history is negative for lues and whose 
Wassermann blood test is negative. No one with 
an elevation of temperature or convalescing from an 
infectious disease should be used. Moss recom- 
mends as donors cardiacs who have a normal blood 
count and in whom venesection may be indicated. 
When the foregoing qualifications have been ful- 
filled the danger of incompatibility due to hemolysis 
and agglutination must be eliminated.” 

The hemolysis and agglutination tests are made 
according to the Vincent modification of the Moss 
technique: 

Two prepared sera, a glass slide, and a number of 
toothpicks are necessary for the test. One or two 
drops of Serum 2 are placed on the left half of the 
slide, and an equal amount of Serum 3 on the right 
half of the slide. The ear or finger of the person 
tested is punctured and a small drop of blood trans- 
ferred with a toothpick to each of the sera in turn 
and stirred into it. The blood should be transferred 
before coagulation has begun, and care should be 
taken to avoid mixing the two sera. Agglutination 
of the corpuscles is accelerated if the serum is 
agitated by tipping the slide from side to side. If 
the reaction is negative, the corpuscles make a 
uniform suspension in the serum. If the reaction is 
positive, the masses of agglutinated corpuscles 
usually appear in less than a minute and are dis- 
cernible by the naked eye. Rouleaux formation can 
be eliminated by stirring the mixture; agglutination 
is not broken up in this manner. The reading should 
be confirmed by microscopic examination. In order 
to eliminate contamination in handling the blood 
and sera a different toothpick is used in each step of 
the technique. 

After the proper doner has been obtained, the 
front of the elbow region is painted with 3% per cent 
tincture of iodine and a tourniquet applied just 
below the deltoid region lightly enough to cause 
the veins to stand out prominently but not so as to 
obliterate the arterial pulse. The median cephalic 
or median basilic vein (whichever is more readily 
accessible) is then punctured, and a predetermined 
amount of sodium citrate solution is added to the 
withdrawn blood to make a 0.3 per cent solution, the 
assistant constantly stirring the mixture slowly. 

The infant is wrapped in a sheet, with the head 
exposed, and placed flat on its back, the assistant 
steadying the head with the face upward near the 
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edge of the table. The anterior fontanelle is painted 
with a 3% per cent tincture of iodine and the poste- 
rior angle of the fontanelle located with the index 
finger of the free hand. 

The citrated blood is drawn into the syringe with 
the needle attached and the needle then slowly 
introduced into the posterior angle for a distance of 
1 to 2 cm. parallel to the direction of the inner table 
of the skull. On entering the sinus one gets the 
definite sensation of entering the lumen of a vessel. 
This is similar to the experience in piercing the 
dura in doing a lumbar puncture. The operator 
steadies the needle with one hand and injects the 
fluid slowly. If the needle is in the sinus there is 
no resistance to the injection. If resistance is met, 
the needle is withdrawn and the procedure repeated. 
When in doubt, it is always well to withdraw some 
blood before beginning the injection. The injection 
of an ounce of fluid should take from one and one- 
half to two and one-half minutes. Pressure with 
sterile gauze over the site of puncture for a few 
minutes is all that is necessary in the after-care of 
the scalp. 

Fourteen transfusions were performed on ten 
infants whose ages ranged from nine days to six 
months. Seven were under two months of age. 
The amount of blood injected averaged about 1 oz. 
and the time of injection averaged about ninety 
seconds. Four injections were followed by severe 
reactions; seven by moderately severe reactions; 
and three by slight reactions. The severe reactions 
consisted of a short period of dyspnoea which lasted 
about twenty-five to forty seconds. A child who 
often cried lustily when the procedure was begun 
became suddenly quiet. Cyanosis of the face and 
pallor about the mouth appeared about this time, 
together with lateral and vertical nystagmus. The 
radial pulse remained unchanged. Soon thereafter 
the child again become noisy and restless. The 
period of quietude lasted only a few minutes. 

A 0.3 per cent citrated solution was used in the 
transfusions without any harmful effects. This 
amount of sodium citrate facilitated the passage of 
the mixture through the small needle with greater 
ease than the o.2 and 0.25 per cent solutions. 

In four cases there was marked improvement 
following the transfusion, in six there was a slight 
improvement, and in two there was no improvement. 

Feeding should be delayed for at least one hour 
after the transfusion. If the child is fed sooner, 
vomiting occurs. 

The conclusions drawn are as follows: 

1. Transfusion of citrated blood is a simple 
operation and a recognized valuable therapeutic 
agent. Its use should become an everyday pro- 
cedure in hospital and private practice. 

2. It is oftentimes a life-saving procedure in the 
treatment of diseases of the hematopoietic system. 
The so-called hemorrhagic diseases of children are 
greatly benefited by this procedure. 

3. It is valuable in the treatment of malnutrition 
and the cachexia following acute infections. 





4. It improves the general condition of patients 
with gastro-intestinal disturbances who do not 
improve with formula feedings or the use of mother’s 
milk. This is particularly noticeable when marked 
dehydration is present following failure in the use 
of hypodermoclysis, rectal instillation, and venous 
infusions. 

5. It improves the prognosis in the cases of 
premature infants. 

6. It is best performed in infants through the 
superior longitudinal sinus because of the large 
caliber and superficial location of this sinus. 

The article is illustrated by seven figures, includ- 
ing three photographs, and supplemented by a 
tabulated summary and seventy-eight references to 
the literature. 


BLOOD AND LYMPH VESSELS 


Klein, E.: Embolism and Thrombosis of the Supe- 
rior Mesenteric Artery. Surg., Gynec. & Obst., 
1921, XXXiii, 385. 

In the author’s opinion it is probable that many 
cases of mesenteric infarction remain unrecognized. 
After Watson at the Boston City Hospital became 
interested in this condition he found eight cases in 
one year although previous to that time only six 
had been recorded in that hospital in a period of nine 
years. 

An intestinal infarct may be due to arterial or 
venous obstruction. The frequency of occlusion 
of each of these channels is about equal. In the 
arteries the closure is effected by an embolus or a 
thrombus. In the veins nearly all mesenteric in- 
farctions are due to thrombosis and are generally 
associated with either acute appendicitis or an 
acute inflammatory lesion of the female pelvic 
organs. 

The experimental work which has been done on 
this subject is of great interest. Ligation of the 
superior mesenteric artery is followed by tetanic 
contractions of the small intestine which in turn are 
sometimes followed by hemorrhagic infarction. The 
initial spasm of the intestinal wall seems to prevent 
the functioning of the collateral circulation. Liga- 
tion of a single small branch of the mesenteric artery 
is uniformly without effect. Ligation of the superior 
mesenteric vein leads constantly to haemorrhagic 
infarction. Injection of paraffin into the main 
trunk of the superior mesenteric artery constantly 
produces infarction. 

Another group of experiments consisted of sever- 
ing the mesentery of the intestine for varying dis- 
tances from its intestinal attachment. Niederstein 
found that such severance for a distance of 3 cm. 
in dogs caused a superficial necrosis of the mucosa 
while severance for 5 cm. caused necrosis of the 
mucosa as well as hemorrhages into the other coats 
or a circumscribed ulcer of the mucous membrane. 
None of the animals died unless more than 5 cm. 
was cut away, in which case a hemorrhagic infarct 
developed. 
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These experiments test the adequacy of the 
collateral circulation in the submucosa of the intes- 
tine. In the author’s opinion gradual closure of the 
superior mesenteric artery by a thrombus may not 
be followed by any pathological lesion because the 
mechanism for the establishment of th: collateral 
circulation has had time to adjust itself. 

Klein discusses the symptoms and gives a number 
of interesting illustrative cases. With regard to the 
treatment he states that there is but one, viz., 
excision of the infarcted intestine and re-establish- 
ment of its continuity. Twenty-four successful 
resections have now been reported. A favorable 
outcome without operation does not necessarily 
indicate that the diagnosis of embolism or thrombo- 
sis of the superior mesenteric artery was erroneous. 

FREDERICK CHRISTOPHER, M.D. 


Leriche, R.: Some Researches on the Peri-Arterial 
Sympathetics. Ann. Surg., 1921, lxxiv, 385. 


The sympathetic nervous plexus included in the 
external layer of blood vessels seem to possess a real 
autonomy. The study of the phenomena which 
follow the excitation of averaged-sized arteries 
reveals the existence of a very characteristic phys- 
iological reaction which under normal circumstances 
never fails. 

When the sheath of an artery is removed the 
vessel contracts, its pulsation stops at once, and its 
size diminishes just at the moment its external 
layer is pinched. This contraction is the primary 
element of the characteristic physiological reaction 
against excitation. In the subsequent first few 
hours (varying from three to fifteen) pulsation is 
imperceptible or very feeble; the limb operated upon 
is colder than the other, there being a difference in 
temperature of 3 or 4 degrees C. After this period 
there appear the following secondary signs which 
form the next element of the characteristic reac- 
tion: 

1. An elevation of the local temperature reaching 
2 and even 3 degrees C., the central temperature 
not being changed. The patient has a subjective 
sensation of heat. 

2. An elevation of the arterial pressure, which may 
reach 4 cm. of mercury according to the normal 
side. 

3. An increasing amplitude of oscillations, shown 
by the sphygmomanometer. The vasodilator re- 
action is transitory. After peri-arterial sympathec- 
tomy it becomes attenuated from the fifth to the 
sixth day and disappears entirely after three or 
four weeks. 

Pathologically, the excitation may be provoked as 
well on visceral arteries as on the arteries of the 
limbs, and by direct traumatic, indirect infectious, 
or toxic causes. We know absolutely nothing of 
these reactions at the level of the viscera. In a case 
of diffuse oedematous thyroid hypertrophy a uni- 
lateral high perithyroideal sympathectomy caused 
an extreme diminution in size of the corresponding 
lobe in the next few days. We are beginning to dis- 
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tinguish the types of phenomena resulting from 
injury of the peri-arterial sympathetic plexus, but 
their analysis is not easy: 

Type 1. The two characteristic examples are 
“‘stupeur des arteres’”’ and Raynaud’s disease. The 
former is an active secondary spasm due to sudden 
excitation of the external arterial layer. Raynaud’s 
symptoms are typical of vasomotor sympathetic 
disease. 

Type 2. In many circumstances the initial cause 
is less known and the physiological reaction is dis- 
turbed either by contracture or abnormally persist- 
ing dilatation, which may explain Weir Mitchell’s 
causalgia and certain painful stumps. In all cases 
it produces considerable biological disturbance in 
the subjacent tissues, creating thus various asso- 
ciations of motor, sensory, vasomotor, glandular, 
and trophic symptoms, and even signs of local 
necrosis. 

Peri-arterial sympathectomy is suggested as the 
logical treatment of these vasomotor or trophic 
troubles in an attempt to modify the peripheral 
circulation. The author has performed this opera- 
tion sixty-four times: in eleven cases of causalgia; 
two cases of painful stumps; nineteen cases of post- 
traumatic contractures; four cases of post-traum- 
atic oedema; one case of trophoedema; four cases of 
ischemic sequela; one case of sloughing of a stump; 
ten cases of sloughing after nerve section; one case 
of sloughing after medullary injury; one case of 
varicose eczema; one case of trophic trouble after 
frost bite; one case of spasmodic paralysis; three 
cases of an attempt to modify the tension of the 
cerebrospinal fluid; two cases of Jacksonian epilepsy; 
one case of goiter; one case of intermittent claud- 
ication; and’one case of erythromelalgia. 

He has obtained remarkably successful results and 
has had alsocomplete failures. Operation failed in the 
case of intermittent claudication, in the one case of 
trophic trouble after frost bite, in one case of spas- 
modic paralysis, and in certain cases of painful syn- 
dromes such as erythromelalgia. 

J. D. Exrxis, M.D. 


GENERAL BACTERIAL INFECTIONS 


Frank, M.: The Pathologic Anatomy of Infection 
with Streptococcus Mucosus (Zur pathologischen 
Anatomie der Infektion mit Streptococcus mucosus). 
Frankfurt. Zitschr. f. Path., 1921, xxi, 636 

In the case of a 65-year-old man who died of lobar 
pneumonia complicated by suppurative pleurisy and 
pericarditis the cause of the disease was found to be 

a streptococcus which grew rapidly with profuse 

mucus formation upon ascitic agar but very slightly 

in boullion and gelatin, did not cause hemolysis, 
acidified litmus milk profusely, coagulated milk 
after forty-eight hours, and was highly pathogenic 
for mice. This organism resembled the streptococcus 
mucosus of Schottmueller, from which it varied only 
in that it produced an ochre-yellow growth upon 
blood plates. 
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At autopsy, numerous embolic hamorrhages were 
found in the stomach, bowels, kidneys, and skin. 
These changes were due to venous thrombosis caus- 
ing oedema and hemorrhagic infiltration of the 
tissues. The thrombotic occlusions occurred only in 
the veins and the capillaries. 

Injury to the heart function by bacterial toxins, 
the consequent slowing of the blood current, eddies 
in the blood current due to clumps of bacteria, and 
finally toxic injury to the blood elements and vessel 
wall must be considered as causative factors. The 
streptococcus mucosus must be regarded as having 
a special affinity for the walls of blood vessels. 
Therefore it may be assumed that the local accumu- 
lation of toxins played a definite réle in the forma- 
tion of the thrombosis. EMMERICH (Z). 


SURGICAL DIAGNOSIS, PATHOLOGY, 
AND THERAPEUTICS 


Homén, E. A.: Experimental and Pathologic Con- 
tributions Regarding Infectious Toxic Menin- 
geal Changes (Experimentelle und pathologische 
Beitraege zur Kenntnis der infektioes-toxischen 
meningealen Veraenderungen). Arb. a. d. path. 
Inst. d. Univ. Helsingfors, 1921, n.s. ii, 225. 

Homén’s study of the different reactions of the 
cerebral meninges to pathogenic bacteria was 
based partly on experiments and partly on post- 
mortem examination of the anatomically recognizable 
meningeal changes in clinical cases. The experi- 
ments were carried out on dogs and rabbits; sub- 
dural injections of virulent streptococci or staphy- 
lococci were given, the dose being 0. 25 too.95 c.cm. 
for dogs ando.or to 0.35 c.cm. for rabbits. The 
changes began with hyperamia which was followed 
by fibrino-purulent inflammation and even abscess 
formation. Microscopically the exudative stages 
were more prominent than the proliferative. 

In the clinical cases in which the existing agent 
was the streptococcus, pronounced leucocytic in- 
filtration was found even when the condition had 
been present for only a few days. From the first 
and second weeks the lymphocytes began to appear 
and progressive changes could be observed. Strep- 
tococci also were demonstrated microscopically in 
the meninges. Meningitis due to the pneumococcus 
is characterized by its fibrin formation. Pneumococ- 
ci, a small quantity of fibrin, and infiltration cells 
are found occasionally also in patients suffering from 
pneumonia without clinically recognizable menin- 
gitis. On the other hand, meningitis caused by the 
streptococcus mucosus is similar to purulent 
streptococcic meningeal inflammation, while in 
section and colony the micro-organisms may simulate 
the pneumococcus of Fraenkel. 

In cases of meningococcus meningitis lymphoid 
cells and progressive changes in fixed cells were seen 
in the exudate early in addition to the leucocytes. 
Fibrin was demonstrable in small amounts or not at 
all. In meningeal infection due to bacteria closely 
related to the influenza bacillus a tendency of the 


INTERNATIONAL ABSTRACT OF SURGERY 


fixed cells to proliferate was noted. Unlike all these 
micro-organisms, the staphylococci were shown to 
have but moderate avidity for the meninges. 

In carly luetic meningitis the infiltration con- 
sisted only of lymphoid cells, plasma cells, and 
proliferating fixed cells. In typhoid patients 
meningeal changes of the same slight degree as 
those noted in pneumonia patients were determined 
without clinically demonstrable meningitis. 

Symbiosis of aerobic bacteria in the meningeal 
region results in a widely varying, sometimes 
relatively intense combined action. Colon bacilli 
play no local réle worth mentioning. In symbiosis 
with an anaerobic streptococcus, bacilli similar to the 
influenza bacillus caused a meningitis characterized 
by extensive alteration of the cerebral substance 
immediately beneath; but this was not true of the 
associated anaerobes. In eclampsia are found 
meningeal changes similar to those in typhoid 
which are regarded as manifestations of toxemia. 

On the basis of his research, the author states 
that it is not possible histologically to draw a line be- 
tween inflammatory and non-inflammatory changes 
in the meninges. The marked difference in the 
changes which one and the same bacterium call forth 
is another remarkable point. Homén classifies the 
bacteria into three groups according to their affinity 
for the cerebral meninges: (1) those without specific 
affinity, such as the typhoid bacilli, staphylococci, 
and colon bacilli; (2) those that may remain harm- 
less, but under certain circumstances are able to 
produce severe meningitis, such as the streptococcus 
pyogenes, streptococcus mucosus, and diplococcus 
pneumonia; and (3) those which have a pronounced 
affinity for the brain and its membranes, such as the 
meningococci and the bacteria resembling those 
causing influenza. GRUBER (Z). 


Bayley-De Castro, A.: Iodine Injections for Sep- 
tic Conditions. Indian M. Gaz., 1921, lvi, 375. 


Since November, 1920, the author has treated 
cases of the extensive phagadenic ulcers which occur 
not uncommonly in the Andaman Isles during the 
Monsoon weather, a case of chronic gonorrhcal 
salpingitis, and an ischiorectal abscess by means o/ 
intravenous injections of iodine and simple puncture 
The ulcers were much more rapidly improved when 
intravenous injections of iodine solution were used 
than when they were treated locally with salol. 

Starting with 5 minims of tincture of iodine in | 
c.cm. of normal salt solution, the dose is gradually 
increased to 20 minims of tincture of iodine in 10 
c.cm. of normal salt solution. In ordinary cases the 
injections are given every other day; in severe cases, 
every day. Porter states that a dose equivalent to 4 
gr. of iodine may be given. In the future the author 
expects to begin with 20 minims of tincture of 
iodine and increase the dose to 80 minims which 
would be equivalent to 14 to 2 gr. of iodine re 
spectively. 

Within thirty-six to forty-eight hours following 
iodine treatment an unhealthy looking surface 
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freshens up, sloughs are cast off, profuse discharges 
of pus cease, healthy granulations appear, pain 
ceases, and the temperature falls to normal. A 
leucocytosis of 15,000 to 20,000 or more is produced. 

There has been a deleterious reaction in only 
two cases. One patient developed severe pain in the 
right knee and a temperature of 103 degrees F. six 
hours after treatment. After twenty-four hours the 
joint was swollen and contained fluid but in a few 
days this condition subsided. In another case, in 


which there was probably idiosyncrasy for iodine, 
flushing of the face, rapid respiration, restlessness, 
and an intense burning sensation in the neck de- 
veloped during the administration of the single 
injection that was given. 


WALTER C. BurkKet, M.D. 


Wyeth, G. A.: 
nancy and Precancerous Conditions. 
M. J., 1921, Cxiv, 379. 


Surgical Endothermy in Malig- 
N. York 


Endothermy consists in the production of heat by 
the resistance of body tissue to high-frequency 
electric currents. The currents are varied in their 
voltage and amperage according to the particular 
condition treated. High-frequency currents are 
those which reverse their direction many thousands 
of times per second and therefore do not heat the 
conductors through which they pass and conse- 
quently do not raise the internal temperature of the 
body. 

Surgical endothermy comprises dessication and 
coagulation. Dessication is used in the destruction 
of malignancy of the vocal cords, papillomata, warts, 
moles, nevi, leucoplakia, vernal catarrh, and milder 
skin epitheliomata. This is produced by a monopolar 
current of high voltage and low amperage. Coagula- 
tion is accomplished by a bipolar current of low 
voltage and high amperage which is more intense in 
its action. This is applicable to lesions of the lips, 
alveolus, tongue, floor of the mouth, palate, and 
buccal surfaces and to widespread skin involvement. 

Endothermy is particularly applicable to access- 
ible malignancy and precancerous conditions. The 
author believes that it not only alleviates pain but 
renders operable many inoperable cases and that, in 
conjunction with radium and deep X-ray treatment, 
it is a trustworthy aid in the treatment of malig- 
nancy. Loyar FE. Davis, M.D. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Bolton, C.: Absorption from the Peritoneal Cavity. 
J. Path. & Bacteriol., 1921, xxiv, 429. 

For a considerable time the author was engaged 
in a study of the pathology of ascites produced in 
cats by narrowing the inferior vena cava in the 
chest. The results have already been published. 
This article deals only with the mechanical and 
physical factors concerned in the process of absorp- 
tion and the paths by which it is accomplished. 

Substances are absorbed from the peritoneal 
cavity by: (1) the subperitoneal capillary blood 
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vessels, and (2) the lymphatic vessels. In regard to 
the subperitoneal capillary blood vessels it was 
found experimentally that salt solution colored with 
a diffusible dye was directly absorbed into the blood 
from the peritoneal cavity, the urine being colored 
within five minutes and the lymph in about half an 
hour, and that the residue of the peritoneal fluid 
contained protein. It was therefore concluded that 
the process at work was an interchange between this 
fluid and the blood, each taking from the other the 
constituent which it did not possess. Osmosis and 
diffusion will thus account for the absorption of 
saline solutions by the blood up to the point at 
which there is equalization of the amounts of the 
various salts on each side of the membrane. The 
principle of direct absorption by the blood vessels 
by osmosis and diffusion is thus established; all parts 
of the peritoneum take part in this process. 

With regard to the lymphatic vessels it is well 
known that the peritoneal cavity is not, strictly 
speaking, a lymph space as it has been shown that 
an increase in the lymph pressure will produce a 
corresponding increase in the flow of lymph from the 
lymphatics draining it. The results of various ob- 
servers who have studied this subject are by no 
means similar. The author’s own experiments dealt 
with the absorption of fluids and the absorption of 
particles. His conclusions are as follows: 

1. The peritoneal cavity is drained principally by 
the diaphragmatic lymphatics into the mediastinal 
lymphatics passing through the sternal and anterior 
mediastinal lymphatic glands to the right lymphatic 
duct, and through anastomoses in the chest to the 
thoracic duct. 

2. It is drained also by the diaphragmatic lymph- 
atics into the cisterna chyli, but this path is quite 
subsidiary. 

3. It is probably drained also to a small extent 
and very slowly into the cisterna chyli by the retro- 
peritoneal lymphatics. 

4. Particles easily pass between the endothelial 
cells with the lymph, the limit of size of such par- 
ticles being approximately that of the red blood cor- 
pusclesofthe animal used. Probably only the finest 
particles pass directly into the cisterna chyli and 
then very slowly. 

5. The drainage is accomplished by a _ purely 
mechanical process, the force being supplied by the 
respiratory movements. 

6. Colloidal dyes, which are indiffusible outside 
the body, pass through the peritoneum and capillary 
wall by diffusion directly into the blood, but more 
slowly than crystalloids. If colloids of a larger 
molecular weight are able to pass through, they 
must do so very slowly and in small quantity, but 
it is probable that molecules of the complexity of 
those of albumins are unable to do so. 

7. Poisonous or other substances, formed by bac- 
teria or otherwise, which are indiffusible through 
an artificial membrane may be directly absorbed 
into the blood from the peritoneum provided they 
are not of great molecular complexity; otherwise 
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they will be slowly absorbed by the lymphatics in 
accordance with their position in the peritoneum. 
GeorGE E. Bettspy, M.D. 


Wolf, E. P.: Experimental Studies on Inflamma- 
tion. I. The Influence of Chemicals upon the 
Chemotaxis of Leucocytes in Vitro. J. Exper. 
M., 1921, xxxiv, 375. 

In the author’s work Wright’s method slightly 
modified was employed. Equal volumes of blood 
were disposed over equal areas of surface which 
came into contact with equal concentrations of the 
desired reagent. This new method has been found 
very satisfactory for the determination of chemo- 
taxis in vitro. It is definitely quantitative and all 
steps may be controlled so that factors of error may 
be practically eliminated. It permits the study of 
the chemotactic powers of substances heretofore 
never investigated. Among these are cantharidin, 
histamine, mustard gas, parazol, and tyramine. The 
results obtained by this procedure with substances 
frequently studied agree in practically all particulars 
with those obtained by other workers with different 
methods. It may be employed also to determine the 
action of unknown drugs in producing the migration 
of leucocytes at the site of injection. 

The blood of different species of animals may 
react differently toward different drugs; thus, 
rabbit blood shows much less positive chemotaxis 
for cantharidin than human or dog blood. On the 
other hand, it was much more positively chemotactic 
for papayotin than human or dog blood. With 
histamine, human and dog blood showed more cells 
migrating into the agar than rabbit blood. The 
reason for this difference in different animals is not 
apparent. 

The conclusions drawn from the author’s experi- 
ments are as follows: 

1. Wright’s method for the study of chemotaxis 
of leucocytes in vitro, slightly modified. is most 
satisfactory in the estimation of the degree of 
chemotaxis of various substances. 

2. The calcium ion is the only inorganic ion posi- 
tively chemotactic under the conditions of these 
experiments. It is markedly chemotactic in all 
concentrations and in all combinations except the 
citrate. Here the negative chemotaxis of the citrate 
ion neutralizes the positive chemotaxis of the 
calcium ion, and neutrality of chemotactic effect 
results. 

3. The sodium and magnesium ions themselves 
are neutral. Magnesium and sodium salts are 
dependent upon the negative ion with which the 
magnesium or sodium is combined for such positive 
or negative chemotaxis as is exhibited. 

4. All potassium salts are negatively chemo- 
tactic. 

5. Many substances act synergistically as regards 
chemotaxis; that is, when strontium and magnesium 
salts are mixed there is a markéd increase in chemo- 
taxis. Sodium phosphate acts synergistically with 
calcium chloride. 
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6. When Wright’s method is used the mercury 
salts fix the leucocytes so that their influence on 
chemotaxis cannot be determined. 

7. Morphine and morphine salts are positively 
chemotactic; this is contrary to the results obtained 
by others with different methods. 

8. Substances which produce a very acute in- 
flammation, such as cantharidin, histamine, and 
turpentine, are found by Wright’s method to be 
positively chemotactic, but substances which pro- 
duce a marked necrotizing effect, such as mustard 
gas, are found to be negatively chemotactic or 
neutral, though physiologically they would appear 
to be positively chemotactic. 

g. All amino acids and amines are positively 
chemotactic to a certain extent, with the possible 
exception of tyramine which causes a_ peculiar 
clumping of the cells so that it is impossible to 
count the number adherent. 

10. The time that the blood of animals is exam- 
ined after they have eaten makes a marked difference 
in the number of cells adhering, for within thirty 
minutes after food is taken very many more cells 
will adhere to the agar than at a later time. 

11. The blood of different species of animals 
reacts differently toward different reagents. The 
chemical composition of these agents seems to have 
nothing to do with this difference. 

12. By frozen serial sections it has been found 
that the depth of penetration of the leucocytes into 
the agar is proportional to the positive chemotaxis 
produced by the substance combined with the agar 
as demonstrated by the number of leucocytes 
adherent to the walls of the test chambers. 

GeorcE E. Betsy, M.D. 


Carrel, A., and Du Nouey, P. L.: Cicatrization of 
Wounds. XI. Latent Period. J. Exper. M., 1921, 
XXXIV, 339. 


The latent or quiescent period of cicatrization 
extends from the time of traumatism to the begin- 
ning of contraction. During this stage of apparent 
inactivity the mechanism which will bring about 
the reintegration of the tissues is progressively set 
in motion. A study of this period may lead to a 


better understanding of the secondary causes 
directly or indirectly derived from the injury which 
act as primary causes and are instrumental in start- 
ing regeneration. The purpose of the investigation 
reported in this article was to determine the dura- 
tion of the latent period and to study its transition 
to the period of contraction and the characteristics of 
the curve expressing it. 

The experiments were made with wounds of 
geometrical shape in the dorsal region of dogs. The 
animals were of medium size, short haired, and of 
quiet temper. Twenty-four hours previous to the 
operation their hair was clipped and they were 
given a warm bath. Later on the same day the skin 
of the dorsal region was washed a second time with 
soap and water. After the animal had been ether- 
ized, the skin was shaved, carefully washed with 
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soap and warm water, and covered for ten minutes 
with compresses soaked in 75 per cent alcohol. The 
animal was then placed on the operating table and 
the skin painted with a to per cent tincture of 
iodine. This was allowed to dry for ten minutes. 
The wounds were made by resecting a rectangular 
flap of skin. Hemostasis was obtained by com- 
pression with gauze pads or temporary clamping 
of the small vessels. The skin of the dog is mobile 
and therefore the size of a wound becomes modified 
by slight changes in the animal’s position. As the 
authors’ purpose was to study only the latent period 
under ordinary conditions, the dressing consisted 
merely of talcum powder, paraffin, or plain gauze. 
As a rule the gauze carried infection to the wound 
from the surrounding skin. 

It was found that the duration of the latent 
period varied from five to seven days and was 
modified by many causes, such as mechanical 
irritation of the tissues, infection, and diet. During 
the first stage of healing the area generally remained 
constant. When the edges of the wound were not 
fixed to its base by granulating tissue a slight change 
in the tension of the surrounding skin modified the 
area considerably. The end of the latent period was 
generally indicated by the appearance of granula- 
tion tissue and also by an abrupt beginning of the 
contraction period. The contraction period usually 
acquired its maximum velocity immediately but in 
two of the experiments there was a transition 
period which lasted possibly for twenty-four hours, 
during which time the contraction started very 
slowly. 

The formula of DuNouy was found to apply accu- 
rately to the beginning of the period of contraction. 
There was perfect coincidence between the calcu- 
lated and the observed surfaces in one’experiment, 
even during the first hours of contraction. 

Grorce FE. Bettpy, M.D. 


Leriche, R., and Haour, J.: The Effect of Peri-Ar- 
terial Sympathectomy on the Repair of Tis- 
sues and Cicatrization of Wounds (Du mode 
d’action de la sympathectomie périartérielle sur la 
réparation des tissus et la cicatrisation des plaies). 
Presse méd., Par., 1921, xxix, 856. 


It is undeniable that peri-arterial sympathectomy 
has a remarkable effect on the cicatrization of 
wounds. Experiments performed by the author 
indicate that this effect is due entirely to peripheral 
vasodilatation which after some hours is produced 
distal to the sympathectomized artery. The vaso- 
dilation is accompanied by an increase in the pe- 
ripheral pressure and the local temperature. The 
circulatory hyperactivity seems to influence the 
repair of the tissues because, from its initiation, ul- 
cerations assume a healthy color. 

In the experimental work reported, which was 
performed on rabbits, similar wounds were made in 
each ear following the removal of the upper cervical 
ganglion of the sympathetic nerve on one side. The 
results showed that cicatrization proceeded more 
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rapidly in the wound of the ear deprived of its 
sympathetic innervation than in the control wound. 
W. A. BRENNAN. 


ROENTGENOLOGY AND RADIUM THERAPY 


Wilsey, R. B.: The Effects of Scattered X-Rays in 
Radiography. Am. J. Roentgenol., 1921, n.s.viii, 
589. 

It was the purpose of the author’s experiments to 
measure the effects of scattered radiation under 
typical conditions and to compare the effects of 
reducing scattered radiation with the results ob- 
tained by other methods of improving the quality 
of radiographs of deep parts, such as the use of 
intensifying screens and reduction of the spark gap. 
The results were judged by the contrast and 
definition obtained. 

To determine the effect of “undercutting” of 
scattered radiation comparative exposures were 
made of an object embedded in scattering material, 
with variation of the distance between it and the 
photographic film. It was found that the loss of 
contrast is quite marked as the object is moved 
away from the film, most of the decrease occurring 
within a distance of 2 in. 

The effects upon contrast of various types of 
technique were investigated in a somewhat similar 
manner. It was found that contrast was markedly 
improved by the use of circular diaphragms, this 
improvement increasing with a decrease in the size 
of the cylinder. The use of double intensifying 
screens also increased the contrast as compared 
with the duplitized films without screens. Reduc- 
tion of the spark gap had a similar effect. The use of 
filters between the scattering material and the film 
had no appreciable beneficial action. 

Scattered radiation reduces the contrast in all 
parts of the radiograph; its greatest effect is upon 
portions of the subject at some distance from the 
film. The portions near the film, therefore, show up 
most clearly and those away from it show less clearly 
or not at all. The reduction of scattered radiation 
improves most the contrast in the portions of the 
subject away from the film, so that all portions 
show up in the radiograph more clearly according 
to their true absorption of the roentgen rays. 
Greater contrast could be secured by reduction of 
the scattered radiation than by the use of intensify- 
ing screens or reduction of the spark gap. This 
advantage was greatest for portions of the subject 
at a distance from the film. 

For the experiments in definition wire gauzes with 
different-sized meshes were roentgenographed at 
various distances from the film with varying 
amounts of scattering material and with and with- 
out intensifying screens. The use of scattering 
material greatly reduced the definition, as did also 
“undercutting” of the scattering radiation. Re- 
ducing the intensity of the scattered rays by means 
of diaphragms produced a marked improvement in 
the definition. Tests of the definition of intensifying 
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screens made without scattering material showed 
that their definition was much poorer than that of 
plain duplitized film. With scattering material this 
difference in favor of the plain duplitized film be- 
came less as the thickness of the scattering media 
increased. 

From this series of experiments it is apparent that 
there is no adequate substitute for an actual reduc- 
tiop in the intensity of the scattered radiation. 
Other methods of increasing the contrast do not 
have the same effect as the removal of scattered 
rays and do not give as much improvement in 
contrast or definition as can be obtained by a sufli- 
cient reduction of the scattered radiation. Most 
important of all, the removal of scattered radiation 
can give much better results thanany other technique 
in the detection of faint differences in absorption. 
The only method of reducing scattered radiation to 
any considerable extent is the use of diaphragms. 
These may restrict the scattering by limiting the 
volume of material rayed or may be arranged, as in 
the case of the Bucky diaphragm, to prevent the 
scattered radiation from reaching the film. 

In conclusion it is pointed out that the increased 
exposure required when scattered radiation is re- 
duced constitutes an additional source of danger. 
Greater care must be exercised to avoid a roentgen 
burn. The Potter-Bucky diaphragms now in use 
require about three or four times the normal exposure, 
which means that one-third or one-quarter as many 
radiographs can be taken safely as by the ordinary 
technique without the diaphragm. To reduce the 
danger it is practically essential in most cases to use 


intensifying screens with the Bucky diaphragm. 
ApoteH Hartunc, M.D. 


Carman, R. D.: The Roentgenologic Aspect of 
Pulmonary Metastasis. J. Radiol., 1921, ii, 1. 

Pulmonary metastatic malignancy may occur 
regardless of the seat of the primary focus. It has 
no relationship to the extent or duration of the 
primary disease, and can be discovered in many 
instances only by roentgen-ray examination. The 
character of the primary growth cannot be predict- 
ed from the roentgenogram. Virchow stated that 
metastasis seldom occurs in organs in which tumors 
are commonly primary, and primary growths are 
rare in situations where secondary growths are 
common. This is true particularly with regard to 
the liver and lungs. 

In the 196 cases of metastatic carcinoma studied 
at the Mayo Clinic from 1916 to ro21 there were 
150 cases of mediastinal and hilus involvement and 
twelve of pleural involvement. Thirty-four of the 
metastases were of the nodular type, and ten of the 
miliary type. 

The location of the primary lesion with pulmonary 
metastasis in 194 instances was: breast, 37; kidney, 
18; thyroid, 17; lower extremities, 17; upper 
extremities, 12; testicle, 10; abdomen, 9; stomach, 
7; colon, 7; not found, 7; neck, 6; mediastinum, 
5; biliary tract, 4; rectum, 4; pelvis, 4; cesopha- 
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gus, 3; chest wall, 3; and foot, bladder, prostate, 
larynx, anal region, back, and lung, 2 each; and 
lip, tongue, eye, parotid, brain, jaw. ovary, uterus, 
vulva, and buttock, 1 each. The character of the 
primary tumor was: carcinoma. 114; sarcoma, 41: 
hypernephroma, 15; not stated, 10; lymphosar- 
coma, 5; teratoma, 3; epithelioma, 3; glioma, 1: 
and endothelioma, rt. 

The clinical manifestations of pulmonary metus 
tasis are very indefinite. In 60 per cent respiratory 
symptoms were either absent, insufficient to justify 
mention, or trivial. As a rule the symptoms are not 
in proportion to the degree of involvement. The 
most frequent symptom was a dry, unproductive 
cough. None of the patients gave a history of night 
sweats. Physical signs were comparatively rare 
unless pleural effusion was present. The patients’ 
general appearance was good except for anamic 
pallor. Loss of weight was not a constant feature 
unless the nutritive functions were affected. 

Most textbooks on pathology describe metastatic 
growths only as nodular. Roentgenologic experience, 
however, has demonstrated three types: nodular, 
miliary, and infiltrative. 

The nodular type of metastasis, characterized by 
round, dense, homogeneous areas varying from o.; 
to 7 cm. in diameter, is the most common. 

The miliary type consists of a shower of innu 
merable, round or irregular, small, discrete areas of 
increased density. The lesions often are uniformly 
distributed in both lungs and vary in size from 
4mm. to t cm. 

The infiltrative type consists of an infiltration 
extending from the hilus along the bronchial mark- 
ings. There was no case of this type in the serics 
reviewed. Careful differentiation from primary 
carcinoma of the bronchus or mediastinum, Hodg 
kin’s disease, and syphilis is necessary. 

Lesions which simulate the nodular type of 
metastasis are cysts, abscesses, interlobar effusions, 
Hodgkin’s disease, and syphilis. 

In acute miliary tuberculosis the lesions are more 
numerous, smaller, and less dense than in miliary 
metastasis. Tubercles grow by forming conglome 
rate masses and are therefore irregular in outline 
and tend to form cavities. In metastasis the growth 
proceeds by uniform peripheral extension; in 
tuberculosis the bases of the lungs are relatively 
clear. 

The differential diagnosis of metastasis from 
pneumonoconiosis is seldom difficult. Pancoast. 
Miller, and Landis have noted three stages in the 
development of pneumonoconiosis: (1) an increase 
of the hilar and trunk shadows and prominence of 
the linear markings; (2) mottling throughout the 
lung structure involving especially the middle por- 
tion opposite the hilus; and (3) a diffuse, dense 
fibrosis resembling consolidation. 

Atypical cases of pneumonoconiosis, miliary 
tuberculosis, and miliary metastasis may be easily 
confused. The roentgenologist should be informed 
as to the patient’s age, sex, and occupation as wel! 
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as the presence or absence of the primary focus so 
that he may correlate the roentgenological and 
clinical findings. Merte R. Hoon, M.D. 


Sherren, J.: The Value of Pathological and X-Ray 
Examinations in Abdominal Surgery. Lancet, 
1921, cci, 689. 

The status of a hospital is dependent on its special 
departments, especially the pathologic and X-ray 
laboratories. In the diagnosis of diseases of the 
abdomen the history stands first in importance. In 
other conditions, such as fractures, the X-ray takes 
preéminence. All laboratory facilities should be at 
hand. 

In acute abdominal conditions the decision as to 
treatment must be made on the basis of the history, 
physical examination, and urinalysis, without 
delaying for long investigations which would permit 
the damage to the intestine to increase. In a case of 
postoperative appendicitis with a low temperature 
a high leucocyte count points to a residual abscess. 
When there is dullness at the right base and no dis- 
placement of the heart, the X-ray locates the fluid 
above or below the diaphragm, thus guiding opera- 
tive interference. 

The X-ray is necessary to rule out renal stone in 
cases of so-called appendicitis with iliac pain on the 
right side. Perforating duodenal ulcer, and in 
women, tubal pregnancy or inflammation must be 
ruled out, although the latter does not usually 
require an emergency operation. 

Special investigations are necessary to give con- 


firmatory evidence in cases which can be diagnosed 
from the clinical evidence, but are especially neces- 
sary when the symptoms are confusing. In two cases 
of supposedly renal pain the X-ray showed an hour- 
glass stomach with a posterior ulcer eroding the 
pancreas in one and malignancy of the splenic 


flexure of the colon in the other. Diseases of the 
stomach, gall-bladder,-and appendix may all cause 
pain in the left iliac fossa and must be differentiated 
from ureteral calculus. The X-ray cannot be relied 
upon to prove the presence or absence of gall-stones. 
The pain never begins in the gall-bladder region but 
is epigastric and occasionally on the left side. 

The X-ray diagnosis of visceroptosis is of doubtful 
value because this condition is rarely helped 
surgically. 

Routine examination of a patient with gastric 
symptoms takes note of the rate of passage of the 
food, especially through the stomach, as stasis 
indicates cancer or chronic scarred ulcer near the 
pylorus. The peristalsis and tone and the presence 
or absence of filling defects or an hour-glass stomach 
are noted. Inthe hour-glass stomach the two pouches 
do not fill simultaneously. The spasmodic type 
does not usually indicate ulcer. 

The use of the barium enema offers the best aid in 
the X-ray examination of the colon. In angulations, 
enlargements, changes caused by diverticulitis, and 
especially in carcinoma, it is of great importance. 
lhe sigmoidoscope should be used if there is a 
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possibility of carcinoma of the lower bowel. The 
history of pain or diarrhoea is often disregarded and 
carcinoma of the bowel is overlooked. If surgical 
treatment is instituted early, the prognosis is good. 
There may be colicky pain, either general or in the 
right iliac fossa, which simulates both that of 
carcinoma of the lower bowel and that of appendi- 
citis. A more common error is made in the differ- 
ential diagnosis of carcinoma of the caecum and a 
mass due to disease of the appendix. Both may 
cause midline colicky pain. In the first condition 
the X-ray shows an irregular filling defect and in 
the second a narrowing of the cacum from external 
pressure. Not infrequently carcinoma of the sig 
moid is confused with carcinoma of the gall-bladder. 
Pain on the left side is more common in chole- 
cystitis. The cause of diarrhoea should be investi- 
gated by stool examinations and the X-ray. 

The fractional test meal has no particular advan- 
tage over the one-hour meal. It is used chiefly in 
chronic duodenal ulcer and certain cases of car- 
cinoma, and to determine the prognosis after 
gastric operations. 

Examination of the central nervous system and, 
at times, a Wassermann test are necessary to exclude 
abetic crises in certain abdominal cases. A gumma 
has been mistaken for carcinoma of the gall-bladder 
or stomach even when the X-ray seemed to indicate 
the latter. 

In cases of chronic gastric ulcer the test meal is 
of no value. In an hour-glass stomach the acidity 
may be low and the condition diagnosed as car- 
cinoma. The diagnosis is more difficult in women 
than in men. Gastric ulcers may not be demon- 
strated by the X-ray and, on the other hand, gastric 
symptoms may be reflex, being due to operable 
conditions elsewhere in the abdomen which are not 
demonstrable by the X-ray. 

In over 50 per cent of the cases carcinoma of the 
stomach arises from chronic gastric ulcer and is 
hence preventable. The number of operable cases 
without a gastric history is very low. Patients often 
seek advice early but the symptoms do not seem to 
warrant operative interference. Every case of 
gastric disturbance in an adult should be regarded 
with suspicion. Loss of free hydrochloric acid and 
low total acidity should justify operation; if we wait 
for absolute certainty, operation is useless. 

X-ray examination often fails to show carly 
carcinoma, occasionally even in inoperable cases. 
In cases of carcinoma developing on chronic ulcer it 
may sometimes be possible to make the diagnosis 
only by means of the microscope. 

C, Jameson, M.D. 


Georgescu, A.: Radiology of the Duodenum 
(Radiologie des Duodenums). Spitalui, 1921, x\li, 
175- 

The physiological form of the duodenum appears 
in the X-ray picture as follows: 

1. The bulb or ampulla of the duodenum is seen 
in the form of an ellipse, a rhombus, a triangular or 
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round spot like a helmet over the pylorus with which 
it is connected by a narrow and scarcely visible 
canal. It becomes filled a short time after the ingest- 
ion of a contrast meal, and during the entire empty- 
ing time of the stomach retains a certain portion of 
contents. 

2. The upper portion forms an angle open at the 
bottom, at the apex of which there is occasionally 
an air vesicle. 

3. The descending portion. 

4. The lower portion which often runs diagonally 
upward to the duodeno-jejunal flexure. 

If the pylorus is drawn far toward the right the 
descending portion forms a horseshoe open toward 
the left. In a greatly dilated duodenum, as in cases 
of stenosis, the Kerkring folds are visible. Duodenal 
diverticula are congenital and usually located in the 
descending portion. They have a wide opening into 
the duodenum. The test meal remains within them 
as long as twenty-four hours but can be forced out 
by palpation. 

The duodenal ulcer develops exclusively in the 
bulb. The duodenal ulcer has both direct and indi- 
rect roentgenological signs. The direct are: (1) the 
ulcer niche (Haudek); (2) the filling defect; (3) 
clover-leaf form (Holzknecht) with more or less 
dentated edges; (4) dentated bulbus (Bier); (5) 
bulbus bilocularis (hour-glass form); (6) asymetry 
of the bulbus with regard to its axis; (7) marked 
filling with active peristalsis; (8) persisting bulbus 
spot (Barkley); (9) phthisis bulbi (Freud) with 
scarcely visible filling; (10) transient filling, the 
bulbus emptying itself immediately after it becomes 
full (Eisler). 

The indirect signs are: (1) hyperperistalsis; (2) 
hypertonicity; (3) increased secretion; (4) increased 
motility with pyloric insufficiency; (5) in long-stand- 
ing ulcers, dilatation of the stomach. 

The diagnosis of ulcer of the duodenum can never 
be determined by X-ray examination alone but only 
when the X-ray picture is considered with the clinical 
findings. In the differential diagnosis consideration 
must be taken of pyloric ulcer, chronic cholecystitis 
and pericholecystitis, chronic appendicitis, kidney 
and gall-stones, pancreatitis, neurasthenia with 
hyperchlorhydria, hysteria, tabes, lead poisoning, 
and nicotine abuse, in all of which the form and 
function of the stomach and duodenum may be 
similar. STaut (Z). 


Schreiner, B. F., and Kress, L. C.: A Study of 
Eighteen Cases of Epithelioma of the Penis. 
J. Radiol., 1921, ii, 31. 


The authors give a brief review of the history of 
epithelioma of the penis and discuss its incidence, 
etiological factors, pathologic findings, and clinical 
course. 

Twelve of their eighteen cases were treated by 
surgery, radium or roentgen therapy, or combina- 
tions of these methods, with variable effect. Six 
were treated with the roentgen ray alone. From the 
results it would seem that when the disease is local 
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a cure can be effected with the unfiltered roentgen 
ray but it is necessary to bear in mind not only the 
local lesion, but also the areas into which the lymph 
channels drain. The ideal therapy appears to be 
filtered roentgen-ray treatment of both groins, and 
unfiltered roentgen-ray treatment of the local lesion 
with from two to three times the erythema dose. 
When there is definite lymphatic involvement in the 


_groins, the use of large radium packs supplemented 


by operation, the implantation of emanation, or 
operation and unfiltered roentgen-ray treatment of 
the open wound is indicated. Asa rule the roentgen- 
ray treatment of these cases consisted of 10 milli- 
amperes, 90,000 volts, and no filter at a distance of 
20 cm. The time varied from five to six minutes, 
approximately two to three times the erythema 
dose. 

The following conclusions are arrived at: 

1. Cancer of the penis can be healed with the 
unfiltered roentgen ray. 

2. Roentgen-ray treatment of the lesion followed 
by radical operation has resulted in healing in three 
cases, and the patients remained well for two, three, 
and four years. 

3. When definite metastases are shown in the 
lymph-bearing tissue treatment has been only pal- 
liative or ineffective. 

4. The implantation of small doses of emanation, 
supplemented by the use of large packs will prove 
of value in cases in which metastases have already 
developed in the lymph nodes. 

ApotpH HaArtunc, M.D. 


Leitch, A.: 
on the Blood Lymphocytes. Arch. 
& Electrotherapy, 1921, xxvi, 122. 


The Immediate Effects of the X-Rays 
Radiol 


This paper is offered as a reply to that of Russ 
(Lancet, April 26, 1919, p. 693). Experiments are 
reported to show that a short exposure to X-rays 
produced in rats a great reduction of the lympho- 
cytes circulating in the blood. This reduction reach- 
ed its highest point in an hour or so but in twenty- 
four to forty-eight hours the normal level was re- 
gained. Other varieties of the white blood corpuscles 
may be affected but this was inconstant; the diminu- 
tion of lymphocytes was the invariable and specific 
response to radiation. 

The fate of the destroyed corpuscles could not be 
ascertained. Russ suggested that there are two 
kinds of lymphocytes, indistinguishable by micro- 
scopic methods, one of which is vulnerable to the 
X-rays and the other is not. As only the latter 
would remain after irradiation, subsequent ex 
posures could not be expected to produce further 
diminution until another supply of vulnerabl: 
lymphocytes became available. 

Leitch gives his technique in detail. He concludes 
that the diminution of lymphocytes which usually 
occurs when rats are exposed to the X-rays for a 
short time is not produced by the influence of th« 
radiations but is a fright reaction due to the mani- 
pulation necessary for the X-ray exposure and the 
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taking of the blood specimen. In some cases normal 
variation may explain the findings. Therefore we 
may dismiss from our minds the fear that small 
single doses of X-rays may have a harmful effect 
upon the blood corpuscles. No opinion is expressed 
regarding the effect of large or repeated exposures. 
Davi R. BoweEn, M.D. 


Skinner, E. H.: Some Phases of Intensive Radia- 
tion Therapy. J. Radiol., 1921, ii, 26. 


Among the conditions which lend themselves to 
uniformly successful results with radiotherapy are: 
(1) enlargement of the thymus in infants and young 
children; (2) tinea sycosis; (3) epitheliomata of 
the face, from the eyebrow to the upper lip; (4) 
keratosis senilis; and (5) tinea favus. Any of the 
commonly accepted techniques will produce satisfac- 
tory results in the treatment of these lesions. For 
eczema, psoriasis, erythemata, carbuncles, keloids 
and other conditions, radiotherapy is only one of 
many methods which are available but should be 
used only in properly selected cases and with a most 
careful technique. 

Regarding deep therapy problems, more especially 
in relation to malignancy, the following laws have 
been laid down: (1) the sensitiveness of the malig- 
nant cell to exposure to radiation is in direct pro- 
portion to the activity of its reproductive power; 
(2) immature cells and cells in an active state of 
division are more sensitive to radiation than cells 
which have already acquired their fixed adult 
morphological or physiological characteristics; (3) 
infection interferes with the results of radiation 
therapy; (4) inoperable is not synonymous with 
incurable. 

The purposes of radiotherapy have been outlined 
by Finzi as: (1) the prevention of inoculation of 
tumor cells into a wound; (2) the destruction of a 
growth in situ; (3) the relief of pain and discomfort; 
(4) the rendering of inoperable growths operable. 

The laws of the biological action of radiation have 
been outlined by Kroenig and Friedrich as follows: 
(1) the biological action of the rays depends on the 
quantity of rays absorbed by the tissues; (2) within 
wide limits this action is independent of the hard- 
ness of the rays; (3) the action is more powerful if 
the dose is administered at one time than if it is split 
up; (4) the action is stronger with the stronger 
intensity of irradiation in unit time; (5) in practice, 
therefore, it is best to apply the whole dose in one 
séance with the maximum intensity. 

The question of sepsis in malignant tissues sub- 
jected to radiation has not received the attention it 
deserves. Practically nothing is accomplished unless 
the infection is controlled. No effect is exerted by 
the rays upon bacteria by any technique in ordinary 
use. Hence radiotherapy must be supplemented by 
other measures if favorable results are to be obtained. 

The author gives an anatomica! classification of 
the tissues and their peculiar diseases which are 
amenable to radiotherapy. He refers also to a 
classification of tumors outlined by Finzi which was 
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based on pathologic findings and in which the indi- 
cations and contra-indications for radiotherapy are 
given. Contrary to Finzi, he places cancer of the 
fundus of the uterus in the operable class and cancer 
of the cervix among the conditions suitable for 
radiation therapy. Cancer of the penis he includes 
with those for which radiation is contra-indicated. 
ApotpH Hartunec, M.D. 


Dessauer, F.: My Studies on the Physical Founda- 
tions of Deep Therapy Treatment. Am. J. 
Roentgenol., 1921, n.s. viii, 578. 


These studies were conducted with a two-fold 
object: (1) to ascertain the physical laws of irradia- 
tion and gain exact knowledge of the distribution 
of the rays within the tissues, and (2) to determine 
the technical requirements for a practical solution 
of the problem. 

Successful results in the roentgen therapy of 
superficial lesions and the lack of such results in 
similar conditions located deep stimulated efforts 
to produce physical conditions which would permit 
equally good results in deep-seated lesions. Roent- 
gen rays (and these are essentially a mixture of 
different rays) penetrating some distance below the 
surface differ quantitatively and qualitatively from 
those striking the surface because of absorption and 
increased distance. The aim was to produce a more 
nearly homogeneous irradiation applicable to deep 
therapy. 

The author has formulated a number of laws of 
homogeneous irradiation which, in abbreviated form, 
are as follows: 

1. The foundation of roentgenotherapy is formed 
by the biological experience that different cell forms 
show different sensitiveness to the same roentgen 
rays. 

2. So long as the contrary is not proven, rays of 
different penetration are to be regarded as different 
medicaments. The difference in sensitiveness of 
different cells appears more marked if hard rays 
are applied. 

3. In order to determine and utilize precise differ- 
ences in sensibility, the homogeneity of the field of 
radiation is a required condition. 

4. The non-homogeneity of a treated field detracts 
from the effect. The conditions for a favorable 
influence upon the disease are not fulfilled when the 
non-homogeneity of the field is greater than the 
difference in sensitiveness between the diseased and 
the normal cells. 

5. There is a homogeneity of space or a quantita- 
tive homogeneity, and a specific homogeneity or a 
qualitative homogeneity. The aim must be to dose 
the diseased cells of the entire diseased zone through- 
out its extent with the needed quantity or dose of 
irradiation and to have this dose of the same quality 
throughout. 

6. The condition of qualitative or specific homo- 
geneity is fulfilled when the irradiation in the com- 
plete zone during its course through the body does 
not change its composition or consistency. The 
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reaction on the different cells is then dependent 
physically only on the intensity and the time. 

7. The intensity of effect may not differ more than 
the degree of sensitiveness. This is only a more pre- 
cise statement of the fourth law, the limit of effect, 
but one may try to increase the intensity on the 
diseased zone in the depth and to raise it above the 
intensity on the surface and in the vicinity of 
diseased cells. 

For a number of years the author has made a great 
many measurements to ascertain dosage in deep 
tissues. On the basis of these measurements he has 
been able to plot out certain “distribution diagrams” 
which give the intensity of radiation for different 
qualities of rays at variable focal distances. By 
overlapping a transparent sketch of any required one 
of these over cross-section sketches in the frontal 
and sagittal planes with the lesion schematically 
indicated in them, it is possible to determine accu- 
rately the dosage that can be given to all parts of the 
lesion. Thus it is possible to determine beforehand 
whether lethal doses can be applied to all parts of 
the lesion without injuring any of the adjacent 
structures and also the angles at which the ray must 
be applied to get this result. There are valid ob- 
jections to the method, but it is hoped that further 
study will overcome them. 

In the electrical and technical studies it was nec- 
essary to meet two requirements: 

1. The invention and development of roentgen- 
ray tubes which would stand very high voltages 
continuously. 

2. The invention and development of electrical 


apparatus which would generate safely very high 
voltages with great reliability and safety from 
breakdown. 

The solution of the first problem was met by the 


Coolidge tube. The author has solved the second 
by the invention of a transformer, the principles of 
which he describes in detail. Essentially it accom- 
plishes: 

1. The separation of the problem of ‘“transform- 
ation”’ from that of “insulation” in the construction 
of a transformer. 

2. Intentional holding of the energizing winding 
of a transformer at a different potential from earth 
than the feeding mains. 

3. Holding the energizing winding at such a 
potential that the insulating strain from the second- 
ary winding to the primary is reduced far below the 
danger zone. 

4. The subdivision of the secondary coil. 

This new transformer is compact, light, inexpens- 
ive, and capable of producing high voltages with 
absolute safety and without danger to the insulating 
material when operating ten hours daily throughout 
the year. By the addition of new parts the voltage 
can be raised to meet new requirements if such 
arise. By its use it has been made possible to 
introduce such constancy in the work of various 
clinics that the conditions may be produced over 
and over again. ApotpH Hartune, M.D. 


INTERNATIONAL ABSTRACT OF SURGERY 


Russ, S., Chambers, H., and Scott, G. M.: On the 
Local and Generalized Action of Radium 
and X-Rays upon Tumor Growth. Arch. Rudio/. 
& Electrotherapy, 1921, xxvi, 129. 

Investigations were carried out to determine: 
(1) the effect of the rays, in various doses, upon 
malignant cells before inoculation, (2) the effect 
upon normal animals as. to body growth and sub- 
sequent inoculation with malignant cells, and (3) 
the effect upon animals which are bearing tumors. 
The experimental animals were rats affected with 
three distinct types of tumor but principally with 
Jensen’s rat sarcoma. 

After tabulating and analyzing their results, the 
authors conclude that small variations from the 
lethal dose appear unimportant, but if the propor 
tion of radiation reaching outlying parts of the 
growth is diminished to a small dose (a small 
percentage of the lethal dose) it might have a stim- 
ulating instead of a destructive effect. There seems 
to be ample evidence that large generalized doses 
of radiation lower the normal resistance to tumor 
growth, and that this result is completely reversed 
when the normal animal is given very small gener- 
alized doses repeated at frequent intervals. 

Davi R. Bowen, M.D 


LEGAL MEDICINE 


Barred Testimony of Physician and of Assistant. 
Manufacturers’ Life Ins. Co. vs. Brennan et al. (U.S.), 
270 Fed. R., p. 173. 

A physician or surgeon or the assistant of cither 
of them cannot, without the consent of the patient. 
be examined in a civil action as to any information 
acquired in attending the patient which it was 
necessary for him to acquire in order to prescribe 
or act for the patient. However, this does not appl\ 
in an action between a physician or surgeon and his 
patients in which the treatment of the patient by 
the physician or surgeon is at issue. In an action 
brought by the beneficiary to recover on a policy of 
life insurance taken out by the person whose life 
was insured a physician or surgeon may testify 
with the consent of the beneficiary, as to anv in 
formation acquired by him in attending the deceased, 
but cannot be compelled to so testify. 

In this case, which was an action brought by th« 
beneficiaries on a life insurance policy, a physician 
testified that he had attended the insured seven 01 
eight times, including two or three times during his 
last sickness; also, without objection, that he had 
certified that the cause of the insured’s death was 
pulmonary tuberculosis. Counsel for the insurance 
company then addressed to the physician as an 
expert a series of questions intended to bring out the 
reasons for his opinion that the insured died of pul- 
monary tuberculosis. 

In affirming a judgment in favor of the bene 
ficiaries the court held that a ruling excluding such 
questions on objection was correct. There was no 
evidence warranting a finding or ruling that the 
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beneficiaries had waived their rights under the 
statute. It was equally plain that if the physician 
had been permitted to answer the questions or, as 
it was said, to testify at length and fully as to the 
cause of the death of the insured, he would have 
based his testimony in large part, if not entirely, on 
information which was acquired by him in attend- 
ing the insured as his patient and presumably 
necessary to enable him to prescribe for the pa- 
tient. 

The court held also that when the physician, who 
was a bacteriologist employed in laboratory work 
as an intern in a hospital, was called on by the insured 
to make an examination of his sputum, his testi- 
mony tending to show that the sputum indicated 
tuberculosis was, on a motion therefor, properly 
stricken from the record as the statute required the 
exclusion of the evidence as to any patient coming 
to the hospital and the insured had been brought 
to him by the medical director of the hospital who, 
as a physician, had been consulted by the insured 
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and testified that the bacteriologist was an assistant 
under his direction. J. A. CASTAGNINO. 


Errors of Surgeons No Defense for Wrongdoers 
Ryder vs. Findlay N. V:),187 N. Y., Supp., p. 579. 
The defendant in this case was sued for damages 
for causing the death of a man in an automobile 
collision. The Supreme Court of New York af- 
firmed an order setting aside a verdict in his favor 
and granting a new trial because the trial judge, 
when a juror asked, “Suppose we find that the 
deceased would hot have died except for the neg- 
ligence of the physician?”’ replied, “‘If he would not 
have died except for the negligence of the physician, 
then there can be no recovery here against the 
defendant.’’ The court stated that this answer may 
have given an erroneous impression. The rule is 
that an original wrongdoer whose acts inflict in- 
juries that might result in death is not relieved by 
errors of a surgeon or nurse in the treatment of the 
injury. J. A. CASTAGNINO. 





GYNECOLOGY 


UTERUS 


Vineberg, H. N.: Vaginal Supracervical Hysterec- 
tomy with Interposition of the Cervical Stump 
for Cystocele and Procidentia Associated with 
Enlargement of the Uterus. Am. J. Obst. & 
Gynec., 1921, ii, 368. 

The steps of the operation are as follows: 

1. A longitudinal incision is made in the anterior 
vaginal wall extending from near the urethral 
meatus to within an inch or an inch and a half of 
the cervical os. 

2. The vaginal flaps are separated from the under- 
lying bladder by sharp or blunt dissection. 

3. The bladder is pushed up from the uterus and 
the base of the broad ligaments by gauze or scissor 
dissection. 

4. A transverse incision is made in the vesico- 
uterine fold. 

5. The body of the uterus is delivered through 
the vaginal incision. 

6. If the ovaries are to be retained a ligature is 
passed around the ovarian ligament and the uterine 
end of the tube on either side and the tissue is cut 
between the ligature and the uterus. If the ovaries 
are to be removed the ligature is passed around the 
infundibulo-pelvic ligament containing the ovarian 
vessels. ‘ 

7. A ligature is passed at the level’of the internal 
os on either side to embrace the uterine artery. The 
body of the uterus is then amputated at the desired 
level by a curved incision with the concavity toward 
the cervix. The edges of the wound on the cervical 
stump are carefully coapted by chromic catgut 
sutures. If the patient is under 4o years of age and 
it is desirable to retain the menstrual function, the 
incision should be made higher up so that a portion 
of the body with the corporeal endomeirium is left 
with the cervical segment. This was done in a few 
of the cases and menstruation, though scanty, was 
preserved. 

8. The cervical stump is fixed to the subpubic 
ligament in the following manner: A chromic catgut 
suture is carried laterally for the distance of about 
an inch through the subpubic fascia and underneath 
the vaginal mucosa, then brought through the 
cervical stump from behind forward, and then 
carried through the subpubic fascia in the opposite 
direction from the other side. The vesico-uterine 
peritoneum is purposely avoided in this suture. 
When the suture is tied, the cervical stump is 
brought up tightly against the raw tissues under- 
neath the pubic area. A firm union results. With 
such a solid plug fixed to the subpubic ligament it 
is impossible for the bladder to come down. If 
the vaginal portion is eroded, lacerated, hyper- 


trophied, or considerably elongated, it is amputated 
in a suitable manner and the resulting wound care- 
fully coapted by chromic catgut sutures. 

The uterus is regarded as too large when it is the 
size of the gravid organ at the fifth or sixth week 
and when its walls are very thick and hard. 

In 309 successive cases of procidentia and cysto- 
cele there were eighty-three (37.2 per cent) in which 
the uterus was too large for interposition. There 
was one death in the author’s own series of fifty- 
seven cases, a mortality rate of 1.8 per cent, and 
one death in twenty-six cases operated upon by 
others. The mortality of the combined series of 
eighty-three cases was therefore 2.4 per cent. 
Suppuration in the bed of the interposed cervix 
occurred in six cases. When the upper angle of the 
wound was opened the process rapidly disappeared 
except in two cases in which it took two and three 
weeks, respectively, to clear up. The final anatomi- 
cal result was not impaired by the complication. 

As nearly all of these cases are associated with 
marked congestion of the tissues and engorgement 
of the blood vessels Vineberg usually inserts a small 
gauze drain between the vaginal flaps and the 
cervical side of the stump and removes it in foity- 
eight hours. 

In the series of thirty private cases reviewed 
recurrence of the prolapse of the vaginal walls and 
prolapse of the cervical stump to the introitus 
occurred in one case, one of the first five operated 
upon. However, the parts have been easily kept up 
by means of a small ring pessary. This was not 
possible prior to the operation. One patient con- 
tinued to complain of a great variety of pelvic 
symptoms although the anatomical result was good. 

The data of the ultimate results of the hospital 
series of fifty-three cases are very meager as the 
follow-up clinic in the hospital has not been fully 
developed. E. L. Cornett, M.D. 


Van Hook, W.: The Operation for Prolapsus Uteri. 
Boston M. & S. J., 1921, clxxxv, 438. 


The author’s procedure to restore all possible 
supports of the pelvic outlet at once after removal 
of the uterus coincides with that of Mayo though 
the idea was worked out independently. 

Because of the anatomical changes due to the 
prolapsus, a study of the surrounding structures is 
very important. Thestructures which have functions 
in the pelvis and also act as supports are chiefly: 
(1) the perineum, including the levator and pelvic 
fascia, (2) the vesical fascia, (3) the uterine round 
ligaments, (4) the broad ligaments, (5) the utero- 
sacral ligaments, and the (6) fascia pelvica. 

Van Hook describes his technique as, follows: 
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Under ether anesthesia the anterior vaginal wall 
is split from a point just posterior to the meatus 
backward to the cervix, and the bladder is exposed 
by dissection. The uterus having been removed, 
the broad ligaments are brought together and made 
to overlap one another beneath the bladder, and 
the pelvic fascia and vaginal wall are brought 
together with stitches that unite the broad ligaments 
to the base of the bladder and the anterior vaginal 
wall. 

Simultaneously the round ligaments are fastened 
into the upper anterior vaginal wall, and the utero- 
sacral ligaments are exactly sutured in the elevated 
vaginal opening. 

After the cystocele is abolished and the rectocele 
exposed by splitting the posterior vaginal wall the 
levator ani and fascial structures are reunited. 
When the abdomen is then opened, the patient being 
in the Trendelenburg position, the direction of the 
broad ligaments is observed to be slightly changed, 
with the uterosacral running to the same point in 
the pelvis. 

The round ligaments are shortened still further, 
and the upper margins of the broad ligaments 
brought together more closely with chromicized cat- 
gut sutures. 

The most important part of the intra-abdominal 
work is completed in the lifting up and the reefing 
of the pelvic fascia over each internal iliac fossa so 
that the peritoneal sac is shortened in its longitu- 
dinal axis. 

In this operation the author claims there is no 
sacculation of the bladder or rectum, the vaginal 
vault is well elevated into position, and all the 
supporting structures of the pelvic outlet are util- 
ized as far as practicable. C. H. Davis, M.D. 


Béclére, A.: Roentgenotherapy of Fibromyomata 
of the Uterus: Three Hundred New Cases (Sur la 
roentgenthérapie des fibro-myomes uterins d’aprés 
trois cents nouvelles observations). Bull. Acad. de 
méd., Par., 1921, Ixxxvi, 151. 

Two years ago at Brussels Béclére reported his 
results in 400 cases of uterine fibromyomata treated 
with the X-rays. This report deals with 300 similar 
cases. 

Two hundred and three of the patients were be- 
tween 40 and 50 years of age and forty-eight were 
50 years old or older. Two hundred and twenty- 
< of the tumors were abdominal and 24 were intra- 
pelvic. 

The two principal results of the treatment were 
the disappearance of the metrorrhagia and suppres- 
sion of the menstrual function in 294 cases and a 
more or less rapid and definite regression of the 
uterine tumor. The reduction of the volume of the 
growth began with the first treatment but usually 
did not become appreciable until the third, although 
in some cases it could be noted at the second treat- 
ment. From week to week the upper pole of the 
tumor more or less rapidly approached the symphy- 
sis pubis. 
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Of the 294 patients who had not passed the meno- 
pause only ten had recurrences. The youngest was 
36 and the oldest 47 years of age. 

In go per cent of the cases the total duration of 
the roentgen treatment was less than four hours; in 
68 per cent it was less than three hours; and in 13 
per cent, less than two hours. The dose given in 
five minutes and measured by the light of an elec- 
tric lamp with the aid of a Sabouraud-Noiré pas- 
tille and the radiometric Holzknecht scale seldom 
exceeded 3 Holzknecht units and the maximum was 
314 units. As a general rule each radiation lasted 
five minutes but in exceptional cases was prolonged 
for ten minutes. 

Roentgen treatment is contra-indicated only by 
acute complications such as torsion of the pedicle 
of the tumor, severe haemorrhage, and sepsis. 

Béclére concludes that in most cases of fibromy- 
omata of the uterus roentgentherapy is the method 
of choice as it almost always results in recovery 
without danger and without interrupting the pa- 
tient’s occupation. W. A. BRENNAN. 


Warthin, A. S., and Noland, L.: The Differential 
Diagnosis of Chancre and Carcinoma of the 
Cervix. Am. J. Syphilis, 1921, v, 553. 

The authors agree with Gellhorn and Ehrenfest as 
to the importance of the differential diagnosis of 
syphilitic lesions of the cervix. In eight cases of 
chancre and six cases of late syphilitic lesions of the 
cervix seen during the last six years syphilis was not 
suggested clinically. In one case a hysterectomy had 
been done for supposed carcinoma; in four, an 
amputation; and in the remainder diagnostic ex- 
cisions for suspected malignancy. On the other 
hand, no case of carcinoma of the cervix was in- 
correctly diagnosed clinically as syphilis. 

A case of primary syphilis of the cervix is reported 
in which the clinical appearance so convincingly 
suggested carcinoma that a total hysterectomy was 
performed. Following the patient’s discharge from 
the hospital cutaneous lesions appeared in asso- 
ciation with a positive Wassermann reaction. The 
patient then brought suit for damages on the ground 
that she had been infected with syphilis while in the 
hospital, and her husband who also showed signs of 
syphilis sued for damages on the ground that he had 
received his infection from his wife. 

Fortunately the patient’s uterus had been pre- 
served in 10 per cent formalin. At the time of the 
threatened suit it was sent to the pathological 
laboratory of the University of Michigan for 
pathological examination and diagnosis, the path- 
ologist being asked to examine for malignancy. 

After three months in formalin the cervix still 
showed well the appearances that had been inter- 
preted clinically as carcinoma. It was enlarged, 
indurated, and irregularly nodular or cauliflower- 
like. Its surface showed a shallow ulceration 
covered with a thin, grayish membrane about the 
size of a silver dollar which completely encircled the 
external os, involved the entire vaginal portion, 
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and was more nodular on the anterior lip. Its con- 
sistency was very hard, but there was no crumbling. 
On section the erosion was found to be very shallow, 
not deeper than the loss of the surface epithelium. 
Beneath this the cervical tissues showed a uniform, 
dense, and firm infiltration throughout. Within the 
uterus were several small myofibromata the size of 
large peas. The wall was thick and firm and the 
endometrium presented no changes to the naked eye. 

Sections from the cervix showed a loss of the 
surface epithelium over the greater part of the 
induration. Very few polymorphonuclear leucocytes 
were found in this surface layer. The superficial 
portion of the cervical tissue presented a zone of 
dense infiltration about 1 cm. in breadth which 
consisted almost entirely of mononuclear cells, most 
of which were of the large lymphocyte or plasma- 
cell type and arranged in rows or cords throughout 
the tissue spaces or concentrically around the blood 
vessels and lymphatics. 

In the next deeper zone, which had a greater 
capillary development, the cellular infiltration 
seemed more marked and the endothelial prolifera- 
tion greater. In this zone angioblastic budding and 
sprouting were evident. 

In the next deeper zone the tissues presented a 
more striking perivascular arrangement, the vessels 
being concentrically thickened by the cords of 
mononuclear cells of the lymphocyte or plasma-cell 
type packing the perivascular lymph spaces. Be- 
tween these larger, concentrically thickened vessels 
was a more dense infiltration due to the endothelial 


hypertrophy and proliferation in the smallest capil- 
laries and lymphatics, particularly the latter. 
Primary cervical chancre has no truly character- 
istic clinical features. The diagnosis can be made 
from its pathologic appearance and the demonstra- 
tion of the spirocheta pallida in the lesions. 
E. L. Corneti, M.D. 


Smiley, I.: Prophylaxis in Carcinoma of the Cervix. 
N. York M.J., 1921, cxiv, 384. 


The morbidity and mortality of operations for 
cervical cancer at the present time approximate 4o 
to 50 per cent. It has been established that chronic 
endocervicitis is a precursor of cervical cancer. 
Tracheloplasty correctly executed is a cancer pro- 
phylactic; hence the teaching, still advocated by 
some, that all tracheloplastic procedures should be 
postponed until after the child-bearing period is 
both fallacious and pernicious as such delay exposes 
the irritated cervix to further traumatism. 

E. L. Cornett, M.D. 


Boggs, R. H.: The Treatment of Carcinoma of the 
Cervix and Uterus by Radium Supplemented 
by Deep Roentgen Therapy. JV. Jork M. J., 
1921, CXiv, 381. 

Radical operations, alone or with inefficient 
superficial treatment with 25 to 50 mg. of radium 
and without the aid of deep roentgen therapy, are 
inefficient. It is difficult to draw conclusions from 
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cases treated by radiation because of widely varying 
technique which in most cases is careless and does 
not include deep roentgen therapy. Removal o/ the 
local lesion is not the most important factor. Ej/orts 
must be directed also against involvement of 
lymphatic tissue throughout the lower part of the 
pelvis which is often impalpable and invisible. 

Radium destroys disease at a greater distance 
than the knife. Therefore the only safe method 
consists of raying the pelvic glands in all cases, 
regardless of the stage of the disease. 

In about 40 per cent of the cases of inoperable 
carcinoma of the cervix the pelvic nodes are free 
from metastasis. This accounts for brilliant results 
obtained in moderately advanced cases by radical 
operation or local radium treatment even with 
inefficient radiation of the pelvic lymphatics. 

If we consider as operable a case in which there is 
no extension of the cancer cells beyond the cervix, 
three things will be accomplished by ante-operative 
treatment: the complete destruction of cells, the 
arrest of cell division, and the formation of pro- 
ductive inflammation to be followed by fibrosis. 
The first effect is obtained in from two to four 
weeks, but the fibrous formation will not take place 
until from four to eight weeks. During this time, 
in many cases of cancer of the cervix, the cancer 
cells disappear in the cervix and even to a con- 
siderable depth. It has been claimed that this has 
been accomplished with the actual cautery, but it 
should be remembered that radium will destroy 
cancer cells at a greater distance than heat. When 
radium is used as an ante-operative procedure the 
operation should be performed within four to eight 
weeks before marked fibrous formation has taken 
place. . 

When one considers that if no treatment is given 
about a third of the patients with cancer of the 
cervix die within a year, and that a large percentage 
of the remainder die within two years from the first 
manifestation of the disease and only a very few live 
three years, it is apparent that the amount of 
palliation and prolongation of life given by radium 
treatment means much. Today, radium is indi 
cated as a palliative measure for hopelessly inopera- 
ble and recurrent cases and as an ante-operative 
procedure. 

Boggs gives 3,000 milligram hours in the vagina, 
using 114 mm. of brass and sufficient gauze and 
rubber to make 15 mm. of filtration. Three tubes 
are usually employed, one directed toward the 
cervix and one toward each broad ligament. These 
tubes are packed as far as possible from the recto- 
vaginal wall, thereby lessening the danger of fistula 
formation unless the uterus is fixed. The organs are 
pushed higher up in the pelvis by the amount of 
packing used and thus more efficient treatment is 
given the deeper pelvic glands. 

Involvement of the rectum is nearly always 4 
late manifestation of the disease and the amount 0! 
radiation received by the rectovaginal wall is usua!!y 
sufficient to destroy outlying cancer cells. As co! 
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pared with other tissues of the body, those of the 
cervix are relatively insensitive. It is always impor- 
tant to bear this in mind, but we must remember 
also that there is a limit to the amount of radium 
that can be used. Whenever it is possible to insert 
radium into the cervical canal it should be done be- 
cause in this manner a cancer can be reached which 
could not be affected by tubes in the vagina. 

Boggs has given 3,000 milligram hours of treat- 
ment in the cervical canal in addition to 3,000 mil- 
ligram hours of treatment in the vagina. 

Davip R. Bowen, M.D. 


Norris, C. C., and Rothschild, N. S.: A Histologic 
Study of the Effects of Radium on Carcinoma 
of the Cervix. Am. J. Roenigenoil., 1921, n.s. viii, 604. 


The authors believe that the histologic changes 
following radium therapy occur in five stages. The 
first three, the inflammatory reaction, early nuclear 
and cytoplasmic changes, and intercellular changes, 
occupy a week each. The stage of destruction con- 
tinues from the fourth to the ninth week and is 
followed by the stage of healing. 

The features of the changes are the changes of the 
malignant cells leading to their destruction and 
ultimate absorption and their replacement by 
fibrous tissue. “‘It must be acknowledged that the 
stages blend, and one may find many instances of 
early cellular changes with cells in the stage of 
destruction.”’ Davip R. Bowen, M.D. 
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ADNEXAL AND PERI-UTERINE CONDITIONS 


Erdmann, J. F., and Spaulding, H. V.: Papillary 
Cystadenoma of the Ovary. Surg., Gynec. & 
Obst., 1921, XXxiii, 362. 

This article includes a discussion of the etiology, 
pathology, pathogenesis, symptoms, diagnosis, prog- 
nosis, and treatment of papillary cystadenoma of 
the ovary. This condition is the most important 
surgical disease of the ovary, occurring in from 10 
to 27.5 per cent of ovarian tumors and frequently 
in women under the age of 30. 

The lesion is bilateral in 22.2 per cent of the cases, 
with local metastasis. General metastasis is not 
rare; therefore careful examination of the abdomi- 
nal viscera and the breasts is necessary. 

The absence of symptoms referable to pelvic 
organs is a deceptive feature of the disease. Every 
woman with ascites not accounted for by some con- 
dition of the liver, heart, peritoneum, or kidneys 
should be subjected to a laparotomy even when a 
bimanual examination is negative. 

Microscopic examination has demonstrated that 
66.6 per cent of papillary cystadenomata are can- 
cerous or precancerous. Therefore they must be 


removed intact by abdominal section. The vaginal 
approach cannot be too strongly condemned. 
Radium should be employed in cases in which the 
ovaries or the peritoneal implants cannot be re- 
moved surgically. 


R. E. Curistre, M. D. 




























































PREGNANCY AND ITS COMPLICATIONS 


Peterson. R.: Pneumoperitoneum and Roentgen- 
ology as Aids to More Accurate Obstetrical and 
Gynecological Diagnosis. Am. J. Obst. & Gynec., 
1921, ii, 349. 

In none of 300 cases of gas inflation has there been 
any sign of peritoneal irritation. With the proper 
selection of cases and the proper technique there is 
no danger attached to the procedure. 

The best results, so far as the X-ray plates are 
concerned, are obtained by the use of from 800 to 
1,000 c.cm. of gas. Larger quantities quickly in- 
jected cause great discomfort and even pain. 

In addition to acute pelvic disease, profuse puru- 
lent and bloody uterine discharges are considered 
contra-indications to the passage of the gas by the 
transuterine route. In such cases the gas is passed 
through the abdominal wall. This area, from the 
umbilicus nearly to the pubes and for a width of 
8 in., is sterilized with iodine. A fold of the wall 
just below the navel is compressed laterally with the 
left hand, raised upward, and made tense. A spinal 
puncture needle is passed through the fold in a 
slightly upward direction at a spot in the median 
line 114 in. below the umbilicus. If the skin is made 
tense and the needle is sharp, no preliminary anzs- 
thesia of the skin is necessary. The needle is passed 
downward until it meets the resistance of the fascia, 
the left hand still keeping the fold of the abdominal 
wall tense. The needle is then thrust through the 
fascia and peritoneum. A little experience gives 
accurate information to the hand when the perito- 
neum has been pierced. The stilet is then withdrawn 
from the needle and the latter connected with the 
rubber tube leading from the siphon meter. The 
latter is set by means of the pressure valve to about 
ten pulsations to the minute. Therefore it will 
require approximately four minutes at the rate of 
25 c.cm. of gas at each pulsation for 1,000 c.cm. 
of gas to pass into the peritoneal cavity. 

The objection that in case the needle does not 
pierce the peritoneum, the gas may be forced through 
the subcutaneous tissues is not valid, since by the 
manometer it can be told at once whether the gas 
is flowing freely into the cavity or is meeting an 
obstruction. When the needle has penetrated the 
peritoneum the manometer index rises first some 
fifteen or twenty points but falls usually imme- 
diately to almost zero. In case this fall does not 
occur the patient should be directed to take a deep 
breath. This will lift the point of the needle from 
anything which may be obstructing it. 

The pelvic organs are represented on the plate by 
optical cross sections at the point of tangency of the 
projecting rays. The uterus is nearly always clearly 
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outlined and one can judge of its position, size, and 
contour. If not drawn to one side by adhesions or 
displaced by a neoplasm so that the ray catches it 
fairly as it is shot in the axis of the pelvis, the uterus 
will show two cross sections, one of the body and 
one of the isthmus or supracervical portion. It has 
been found that in cases of pregnancy the isthmus 
is greatly enlarged and extends more into the broad 
ligaments than in the non-pregnant state. So strik- 
ing is the change in the isthmus that by this sign 
alone it has been possible to diagnosticate pregnancy 
by means of the X-ray as early as the sixth week 
and before softening can be determined definitely 
by the examining finger. The sign is constant from 
two and one-half months onward. Through the 
changes in the isthmus it has been found possible to 
diagnosticate positively the occurrence of pregnancy 
in a fibroid uterus at a stage when it could not be 
considered probable from the history and clinical 
findings. In a number of cases in which there was a 
possibility of pregnancy and menstruation was 
irregular it was possible to state definitely that the 
patient was not pregnant because of the size of the 
uterus and the absence of change in the isthmus. 

The size of the ovary can be quite accurately 
estimated and usually it is possible to differentiate 
between the free and the adherent organ. 

It is not so easy to see normal tubes unless the 
gas has been passed by the transuterine route when, 
because of their distention, they are quite clearly 
made out. They are especially clear when they 
are adherent to the sides of the pelvis and covered 
with plastic exudate. 

Pelvic neoplasms if not so tightly wedged in the 
pelvis that the gas is prevented from surrounding 
them are clearly shown by the roentgenograms. 
Since it is possible to observe the outlines of the 
liver, spleen, and kidneys in pneumoperitoneal 
X-ray plates of these organs, it is usually possible 
to determine from the roentgenograms of the pelvis 
and upper abdomen whether neoplasms arise from 
the pelvis or elsewhere and this means of diagnosis 
is very much less painful and uncomfortable than 
catheterization of the uterus or other diagnostic 
measures. 

It must be borne in mind that only about 300 
patients have been subjected to the pneumoperi- 
toneal X-ray. This means that, as compared with 
the tens of thousands of gastro-intestinal X-ray 
examinations, this work is just beginning. Greater 
study and experience will lead to such accuracy ol 
diagnosis that pelvic work without a pneumoperi 
toneal X-ray in doubtful cases will be considered as 
faulty as operations upon the stomach or upper 
abdomen without a roentgenogram. 

E. L. Cornett, M.D. 


























Kellogg, F. S.: The Mortality in Placenta Preevia 
for the Last Twenty-Five Years at the Boston 
Lying-In Hospital. Boston M. & S. J., 1921, 
clxxxv, 435- 

Thirteen vears ago in an article regarding the 
treatment of placenta previa Williams warned 
against rapid manual or instrumental dilatation, 
and advised either a Braxton-Hicks bipolar version 
or dilatation and the control of hemorrhage by 
bags. He reported a maternal mortality of 1 to 
4.85 per cent in 271 cases operated upon by fourteen 
different surgeons who performed a Braxton-Hicks 
bipolar version. The obstetricians in the author’s 
community, however, failed to heed Williams’ 
advice as the maternal mortality for a period of 
twenty years up to 1915 was as high as 20 per cent 
and one obstetrician advocated manual dilatation. 

In five-year periods from 1895 to 1920 the mater- 
nal mortality was 17,15, 24, 20, and 6 per cent while 
the number of cases for the same periods was 18, 26, 

2, 66, and 66. The percentage of cases in the same 
five-year periods in which use was made of Braxton- 

Hicks bipolar version or bags was 0, 0, 2, 13, and 

37 per cent. The foetal mortality has been about 

48 per cent in all of the years of the series. 

Various factors have entered into the improve- 
ment in the mortality record. One is that when 
once the diagnosis has been established, the staff 
cares for the case promptly and always under an 
anesthetic. Another is that outside physicians do 
not wait for severe hemorrhage, but send the 
patient in with the first symptoms of slight bleed- 
ing 

Theoretically, the Braxton-Hicks bipolar version 
is indicated when the child is not viable, and the 
use of bags is indicated when it is viable. 

Pituitrin may be used in small doses in cases of 
floating head, fully dilated cervix, and inadequate 
pains, but only in the lateral and marginal varieties 
of placenta previa. 

It is of the utmost importance not to follow a 
Braxton-Hicks version with a forcible immediate 
extraction. 

The author summarizes his conclusions briefly 
as follows: 

“T believe we have improved our personal statis- 
tics in placenta previa by a more frequent resort to 
conservative methods of delivery, specifically Brax- 
ton-Hicks version and the use of the bag, and that 
while other factors have contributed to our better 
results, this is the most important one, and that one 
or the other of these methods should be used to the 
exclusion of manual dilatation and extraction. I feel 
that these conservative methods of treatment are 
still insufficiently regarded by physicians in the 
community. 

“TI feel that we can go still further than we have 
gone in this regard, and that our percentage for the 
next five years, instead of being 57 per cent with the 
use of bags and Braxton-Hicks version, should be 
70 or 75 per cent, since probably 20 per cent of the 
hospital cases get to full dilatation by the time they 
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are seen, and I believe that with this change there 

will come still further improvement in our results. 

“Six per cent mortality is still too high, still higher 

than the old German figures with bipolar version, 

but compared with 20 per cent in the previous years, 
we may congratulate ourselves on improvement.” 
C. H. Davis, M.D. 


Hirst, B. C.: The Etiology and Treatment of 
Eclampsia. NV. York M.J., 1921, cxiv, 377. 

The author believes that the toxins of eclampsia 
have their origin chiefly in the foetal body and to a 
lesser degree in the placenta. The process of their 
conversion into excretable substances begins in the 
placenta, but only to a moderate extent. These 
substances, added to the load of a heavy protein 
diet, sluggishness of the bowels, and inactivity of 
the skin, may easily cause an overload. 

The treatment of eclampsia consists of eliminative 
treatment, sedative treatment, measures to reduce 
the blood pressure, and operative treatment. 

The eliminative treatment consists of diaphoresis, 
catharsis, gastric lavage, and colonic flushing. 

In the sedative treatment morphine alone is used 
but is given only if the convulsions are violent and 
frequent. 

To reduce the blood pressure an initial dose of 
viratrum viride and subsequently nitroglycerin are 
given. Venesection to the extent of 16 oz. is done if 
the systolic blood pressure is at or above 180 mm. 

The operative treatment, caesarean section, is a 
last resort. R. E. Cristie, M.D. 


Couvelaire, A.: Indications for Conservative Ab- 
dominal Caesarean Operation Other Than 
Contracted Pelvis (Indications de l’opération 
césarienne conservatrice par voie abdominale en 
dehors des rétrécissements du bassin). Gynéc. et 
obst., 1921, iv, 358. 

The results obtained by conservative abdominal 
cesarean section in cases of contracted pelvis jus- 
tify the application of the operation under proper 
indications to other cases. 

The author reports eighty-six cases, in forty-four 
of which the operation was performed before labor 
had begun and in the remainder during the course 
of labor. The principle indications for the pro- 
cedure, exclusive of contracted pelvis, are the ob- 
structions and lesions incidental and accidental to 
parturition. Of the obstructions the most common 
are uterine fibroids and the solid and cystic tumors 
of the ovaries. In such cases the surgeon must 
decide whether or not the uterus should be removed. 

The conditions accidental to pregnancy which in- 
dicate cesarean section include the convulsive syn- 
drome, utero-placental apoplexy, and cardio-pulmon- 
ary lesions. A second group are the abnormal 
insertions of the placenta accompanied by hemor- 
rhage, and a third group, the various complications 
of delivery. In the cases of abnormal placental im- 
plantation the author varies his treatment between 
cesarean section and the different types of version, 
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depending upon the stage of the pregnancy and the 
physiological function of the uterus. 

Of the complications of delivery, an excessively 
large infant, vicious irreducible presentations, anom- 
alies of uterine contraction, and the menace of 
uterine rupture constitute the most common indi- 
cations. Loyar E. Davis, M. D. 


Kerr, J. M.: Indications for Caesarean Section. 
Brit. M. J., 1921, ii, 516. 

The principal indications considered sufficient for 
cesarean section before the time of Sanger and 
Cameron were contracted pelvis, a very marked 
degree of deformity, a tumor obstructing the pelvic 
inlet, and eclampsia. The suggestion of Lawson 
Tait in 1898 that placenta previa might be dealt 
with by this procedure appeared radical. 

The author warns against the danger of extending 
the scope of the operation unduly and rashly. Pelvic 
deformity and fibromyoma obstructing the birth 
canal are definite indications. All other conditions 
are relative, and discrimination must be exercised in 
the selection of cases. The fault of caesarean section 
at the present time is that it leaves the uterus per- 
manently injured and liable to rupture at a subse- 
quent pregnancy. 

Kerr considers the indications for casarean section 
under thirteen principal heads: 

Contracted pelvis. Generally speaking, unless the 


child is very small, a conjugata vera of 8.1 cm. calls 
for section. Limits of 8.7 to 7.5 cm. are conditional 
indications, based upon a comparative estimate of 
the proportions of the foetal head and pelvic inlet. 


Pubiotomy as a substitute in cases of contraction 
at the inlet is seldom adequate, but in suitable 
cases of contraction at the outlet, especially in the 
male type of pelvis, it is of considerable value. 

Tumors. The tumors which most commonly 
obstruct parturition are fibromyoma and ovarian 
cystoma. When obstruction of the canal is caused by 
a fibroid, casarean section is indicated definitely as 
the child should not be dragged past the tumor. In 
such cases the foetal mortality is high, many of the 
children are premature, and the tumor interferes 
with foetal growth. Ovarian tumors rarely make 
section necessary. The tumor should be removed 
and the child delivered through the vagina. 

Eclampsia. Cesarean section is indicated in cer- 
tain cases of eclampsia but its use shou!d not be 
generally encouraged. It is indicated in advanced 
pregnancy with no dilatation, no labor, and no 
improvement after six hours of treatment by saline 
infusion, bleeding, and morphine. The foetal mor- 
tality in a series of 236 cases was 44 per cent, and 
the maternal mortality, 30 per cent. 

Placenta previa. In the future cesarean section 
will probably be employed in the cases of primi- 
gravide with a central and vaginal variety of 
placenta previa. 

Accidental hemorrhage. The difference between 
accidental hemorrhage and placenta previa is a 
point to be kept clearly in mind. The child’s 
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chances are so poor that its consideration is not 
necessary. There is need for a more conservative 
method than section which would give as good or 
nearly as good results. Kerr believes section js 
required in relatively few cases of accidental 
hemorrhage. 

Ventrofixed uterus. Abdominal delivery is indi- 
cated in certain cases of ventrofixed uterus. Freeing 
of adhesions and allowing pelvic delivery was 
accomplished in one case. 

Interposition operation, This operation always 
results in extreme dystocia, which usually makes 
cesarean section necessary. Interposition should be 
put off until after the child-bearing period. 

Prolapse of the cord. Abdominal delivery is 
indicated when this complication arises in an 
elderly primigravida with a rigid cervix. 

Impacted shoulder presentation. This complication 
may be better handled by version in early cases 
and decapitation in late cases, as the severe types 
are usually of such character that the child would 
not survive. 

Abnormal conditions. Abnormalities in the pre- 
sentation of the child and a large child constitute 
indications for caesarean section under special 
circumstances. 

Retraction and contraction rings. Annular con- 
tractions of the uterus are mentioned as possible 
indications. 

Rigid cervix and vagina. In a few cases these 
conditions have been the cause of sufficiently severe 
dystocia to warrant section. Kerr believes that in 
the cases of primigravide it is more often advisable 
to perform a cesarean section than to allow long 
labor and severe lacerations and injury to both the 
mother and the child by the forced delivery that 
often is necessary. 

No set rules for section are laid down. The 
decision should be guided by conditions and made 
early. Vacillation in obstetrical practice is fatal. 

W. N. Row ey, M.D. 


Holland, E.: Methods of Performing Czsarean 
Section. Brit. M.J., 1921, ii, 519. 

Prior to Saenger’s work in 1882 the uterine wound 
in caesarean section had been left unsutured, but 
since that time his method has been generally used 
with unimportant modifications. The classical 
method has stood the test of time and its scope has 
been broadened with the improvements in surgical 
technique and the decrease in the mortality. Spieg 
elberg, in 1882, gave the lowest mortality as 50 per 
cent. The only indication at this time was pelvic 
obstruction. Routh’s collection of cases of cesarean 
section in the United Kingdom from 1891 to 1910 
showed a reduction in the mortality due to better 
asepsis and earlier operation. Two groups were con- 
sidered: early operation with intact membranes, 
with a mortality of 2.9 per cent in 469 cases, and late 
operation with ruptured membranes or vaginal 
manipulation, with a mortality of 17.3 per cent in 
230 Cases. 
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Kern’s recent investigation of all caesarean sec- 
tions in Great Britain and Ireland from 1911 to 1920 
shows a total of 4,000 cases. Operation was per- 
formed in 3,374 for pelvic contraction. The avail- 
able data on 1,953 cases show that operation was 
done on 1,202 patients not in labor, with nineteen 
deaths; on 389 patients early in labor, with seven 
deaths; on 224 patients late in labor, with twenty- 
four deaths; on thirty-five patients after the induc- 
tion of labor, with five deaths; and on 103 patients 
after attempted forceps delivery, with twenty-eight 
deaths. The stage of labor in the remaining 1,421 
cases is not known. The mortality in the first and 
second groups is lower than in the cases collected by 
Routh, while that of the patients long in labor re- 
mains high. In late cases, especially when delivery 
had been attempted and operation was done for 
the sake of the child, the foetal mortality was 
high, due to cerebral hemorrhage. 

The defects in the classical operation are: (1) the 
risk of sepsis in infected or suspected cases, (2) rup- 
ture of the scar in subsequent pregnancy or labor, 
(3) possible adhesions to the intestines, and (4) 
adhesions between the uterine scar and omentum or 
abdominal wall. The author repeats in considerable 
detail the factors involved in the improper healing 
of the uterine wound as outlined by Kern in a recent 
article. Suture of the uterine wound must be done 
carefully and deliberately. Interrupted sutures 
through the whole thickness of the uterine wall 
except the decidua are best. They should begin some 
distance outside the edges of the incision, a well- 
curved needle should be used, and a wide bite of 
muscle should be taken. The uterine peritoneum at 
the time of incision should be reflected about 1.25 
cm. Its closure can be accomplished by means 
of a running suture and over that a Lembert 
suture. Complete retraction before suturing is es- 
sential. The author considers silkworm gut the 
best suture material, silk the next best, and catgut 
most unsuitable. 

The cervical or lower-segment operation is next 
considered. Recently this procedure has_ been 
revived. Its chief exponent in England is Kerr. 
The simple transperitoneal operation is described 
fullv. The location of the incision low in the uterus 
is of advantage in the healing because of the lessened 
muscular activity and bleeding from the wound at 
this point and because suturing of the uterine walls 
is easier in this region, adhesions to the intestines, 
omentum, or abdominal wall cannot occur, the 
uterine wound may be covered by means of the 
fascia and bladder, the operation causes less dis- 
turbance of the abdominal contents, and the 
uterine scar is located in a much safer area for sub- 
sequent pregnancy because the lower uterine seg- 
ment is not subjected to stretching until late in 
labor. The stretching is not active as in the scar 
of the classical operation. Holland states that in his 
future practice he will use the transperitoneal route 
unless the lower segment is difficult to reach or 
fibroids are present. W. N. Row ey, M.D. 


LABOR AND ITS COMPLICATIONS 


Polak, J. O.: Forced Labor: Its Status in Obstet- 
rical Teaching. Am. J. Obst. & Gynec., 1921, ii, 237. 


The author states that as teachers we must dis- 
tinguish between what is safe for the trained special- 
ist to do, and what is safe for us to teach our students 
to do. 

In order to justify our endorsement of such pro- 
cedures as induction, the use of prophylactic for- 
ceps, elective version, elective cesarean section, and 
forced expulsion of the placenta, it must be shown 
that these procedures have reduced the dangers of 
childbirth and that the temporary relief gained 
from shortening the labor is not gained at the 
expense of greater trauma, infection, and subse- 
quent invalidism than results from normal labor. 

Further than this we must show that the occur- 
rence of stillbirths and the deaths of infants during 
the first week of life are actually reduced in num- 
ber. Unless this can be demonstrated, meddling 
with the physiological processes of labor should 
be discountenanced. 

The introduction of the bag has increased the 
danger from infection, displaced the presenting 
parts, caused malposition, and allowed prolapse of 
the arm and cord. 

If we are correct in our belief that there is real 
danger in making vaginal examinations in labor 
during the first stage, and if we admit that rectal 
examination really cuts down the dangers of con- 
tact infection and that vaginal examinations add 
something to the risk of infection, it is illogical to 
accept the insertion of a foreign body into the cer- 
vix which obstructs drainage, increases traumatism, 
and thus adds to the dangers of infection. 

Shortening the second stage of labor by the use of 
pituitary extract or the routine use of prophylactic 
forceps with lateral discission of the soft parts 
should not be taught in our medical schools. 

Version cannot be considered an elective pro- 
cedure in normal cases. 

Elective cesarean section is being done for con- 
stantly widening indications and undoubtedly has a 
place in our obstetrical armamentarium, but here 
again this easy method of delivery is being used too 
freely and without well-grounded obstetrical indica- 
tions. E. L. Cornewy, M.D. 


Henrotay, J.: The Indications for Abdominal Hys- 
terotomy During Labor, Exclusive of Con- 
tracted Pelvis (Les indications des hystérotomies 
abdominales pendant le travail, en dehors des an- 
gusties pelviennes). Gynéc. el obst., 1921, iv, 335. 

Since the advent of strict aseptic operative tech- 
nique, the indications for abdominal cesarean sec- 
tion have become greatly increased. The conditions 

which may necessitate caesarean section are: (1) 

the patient’s general condition: (2) conditions in 

the uterus and vagina: (3) conditions in the uterine 
adnexa; and (4) conditions involving the foetus and 
its membranes. 
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Henrotay has never resorted to cesarean section 
in the treatment of eclampsia. In his service from 
1912 to 1921 the results of expectant treatment con- 
sisting of bleeding, large doses of chloral, and hypo- 
dermoclysis compared favorably with the results 
of operative interference. Cardiac decompensation, 
nephritis with uremia, and death of the mother are 
indications par excellence for hysterotomy. 

Congenital annular stenosis or transverse parti- 
tion of the vagina are not in themselves indications 
for operative interference. On the other hand, ac- 
quired narrowing of the vagina often necessitates 
delivery by abdominal section because of the lack 
of elasticity in the fibrous scar tissue. Stenosis, 
annular luetic sclerosis, and carcinoma of the cer- 
vix are all logical indications for interference. In 
the author’s opinion the symptoms of threatened 
uterine rupture must be incontestable before cwx- 
sarean section can be regarded as definitely indicated. 
Ventrofixation of the uterus is a frequent indication 
for cesarean section. In cases of uterine fibroma 
there is no harm in employing the test of labor if it 
is done under strict asepsis. If no result is obtained 
hysterotomy should be performed. 

Tumors of the ovaries, either cystic or solid, may 
be handled in one of several ways. The tumor may 
be removed and labor allowed to goon spontaneously, 
a chance being taken with regard to the possibility 
of torsion of the pedicle and the tumor as well as 
the child being removed at one operation, or the 
tumor may be removed and cesarean section done 
at a subsequent operation. 

Excessive size of the foetus as a whole or of its 
head, transverse presentation, and face presentation 
furnish indications for cesarean section, particularly 
if there is abnormality of the pelvis. In cases of 
placenta previa the indications are dependent upon 
the absence of genital infection, the presence of 
intact membranes. and the number of hemorrhages. 
Many obstetricians consider a case septic if hamor- 
rhage is repeated. Henrotay believes hysterotomy 
is indicated: (1) if the pregnancy has reached the 
middle of the eighth month; (2) in the presence of 
a grave persistent hemorrhage; and (3) in a non- 
infected case. If caesarean section is performed in 
an infected case of placenta previa it should be 
followed immediately by hysterectomy. 

Loya FE. Davis, M. D. 


PUERPERIUM AND ITS COMPLICATIONS 


Birnbaum, R.: Ligation of the Veins in Puerperal 
Pyzmia; a Case Cured by Ligation of the In- 
ferior Vena Cava (Zur Venenunterbindung bei 
puerperaler Pyaemie; ein durch Unterbindung der 
Vena cava inferior geheilter Fall). Arch. f. Gynaek., 
1921, CXlV, 535. 

Birnbaum reports the case of a woman, 31 years 
of age, who had an abortion during the second month 
of pregnancy which was followed by severe inflam- 
mation in the region of the adnexa on the left side 
leading to abscess formation. Opening of the ab- 
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scess through the rectum was followed by temporary 
improvement, but fever again set in and soon as- 
sumed the character of that due to pyemia. 

Alcohol therapy, intravenous injections, collargo| 
enemata, and various intramuscular injections were 
tried but had no permanent effect. Bacteriologica! 
examination of the blood showed it to be sterile. 
As the condition gradually grew worse and the rigors 
became more frequent, ligation of a vein was done 
in the twelfth week of the illness. The abdomen 
was opened by a median laparotomy under chloro 
form-ether anesthesia. The left adnexa were found 
adherent to the uterus, but the right adnexa were 
normal. The veins of the right pelvis were un- 
changed; those on the left showed extensive throm 
bus formation reaching into the upper part of the 
left common iliac vein. The left spermatic vein and 
the inferior vena were ligated about 5 cm. above 
their point of division. 

The operation was well tolerated. The only note- 
worthy feature was a very high pulse rate which 
made its appearance immediately after the ligation. 
Birnbaum ascribes this to the markedly increased 
work thrown on the heart muscle by the greater 
resistance. There was no cyanosis or oedema of the 
extremities. A complete cure resulted. 

In connection with this case and its successful 
outcome the author discusses briefly the points for 
and against ligation of veins in puerperal pyemia, 
the manner of carrying it out, and the results ob- 
tained. Different authors vary widely in their views 
as to the indications for the operation. The bacteri- 
ological blood findings which some surgeons have 
regarded as indications have been rejected as worth- 
less by others. Birnbaum agrees with von Herff 
that a clear and satisfactory indication for ligation 
of the veins in slow, protracted bacteremia cannot 
be given at the present time. The procedure can be 
regarded merely as an attempt to effect a cure. 
According to Bumm, the best results are obtained 
in cases of chronic pyemia of a number of weeks’ 
duration. In the acute form ligation has as yet 
shown itself powerless. 

As to the technique of the operation Birnbaum 
states that simple ligation of the vein is sufficient to 
shut off the purulent thrombi from the general cir- 
culation and bring about a cure of the local process. 
The vein to be ligated may be the hypogastric vein, 
the common iliac vein, the spermatic vein, or the 
inferior vena cava. The ligation should be done as 
high up as possible and as far as possible from the 
disease focus. Dencks (Z). 


NEW-BORN 


Gelston, C. F.: On the Etiology of Hemorrhagic 
Disease of the New-Born. Am. J. Dis. Child., 
1921, Xxii, 351. 

In the case reported it was possible to demon 


strate at the time of the hemorrhage a_ practical 
absence of prothrombin. Within eight hours after 




















the cessation of the hemorrhage, prothrombin was 
present in normal quantities. The findings show 
disturbance of the prothrombin-antithrombin bal- 
ance and its most remarkable re-establishment. It 
is in regard to the latter point, i. e., the therapy of 
the disease, that the mode of action of the whole 
blood becomes the subject of speculation. 

Several possibilities are presented. There may be 
simply a stimulation to the production of pro- 
thrombin or the injection may supply enough pro- 
thrombin to cause cessation of the bleeding although 
not fully re-establishing the balance, or it may re- 
establish the balance. The latter hypothesis seems 
illogical considering the small amounts of whole 
blood necessary. It is more probable that a com- 
bination of the first two possibilities is involved, 
there being a stimulation to the production of pro- 
thrombin and also the addition of a sufficient 
quantity in itself to bring the constituents just 
within the margin compatible with approximately 
normal function. 

The use of whole blood is now advocated in 
preference to that of other substances. The most 
advantageous site for injection is the longitudinal 
sinus. R. E. Curistre, M.D. 
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MISCELLANEOUS 


Magid, M. O.: Obstetrical End-Results of the 
Tracheloplastic Operation. N. York M.J., 1921, 
cxiv, 387. 

The fear of performing cervical repair in women 
during the child-bearing period is unwarranted. 

Trachelorrhaphy and cervical amputation have 
outlived their usefulness in gynecological surgery. 

The tracheloplastic operation of Sturmdorf should 
be performed in all cases of chronic endocervicitis, 
whether the cervix is lacerated or not. 

The tracheloplastic operation has no unfavorable 
effect on the possibility of future conception, preg- 
nancy, or delivery. 

The tracheloplastic operation in the treatment of 
chronic endocervicitis acts as a prophylactic 
measure against more serious adnexal involvement 
and the occurrence of cancer in the cervix. 

Leonard’s statistics on Emmet’s trachelorrhaphy 
and Sim’s amputation and the fact that the patients 
whose cases are reported have given normal birth 
to living children after tracheloplasty render further 
comment on the merits of the tracheloplastic opera- 
tion unnecessary. E. L. Cornett, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Carelli, H. H.: Pneumoperitoneum and an Origi- 
nal Method of Observing the Kidney Without 
Pneumoperitoneum (Sur le pneumop(ritoine et 
sur une méthode personelle pour voir le rein sans 
pneumopéritoine). Bull. et mém. Soc. méd.d. hép. de 
Par., 1921, lxv, 1409. 

Pneumoperitoneum permits exploration of all the 
organs within the peritoneal cavity. To increase 
the visibility of the kidney, which is outside the 
peritoneal cavity, Carelli produces an artificial em- 
physema in the surrounding cellulo-adipose tissues. 
This is done in the following manner: 

A roentgenogram having been made with metallic 
landmarks on the skin, a fine platinum needle from 
10 to 12 cm. long is inserted under strict asepsis 
as far as the transverse process of the second 
lumbar vertebra. When the process is reached the 
course of the needle is deviated so as to avoid the 
process. Oscillation of the manometer of the inject- 
ing apparatus indicates when the needle is embedded 
in the perirenal adipose tissue. The gas to produce 
the artificial emphysema is then injected in quan- 
tities ranging from 200 to 600 c. cm. Carbon 


dioxide is best for this purpose. Absorption is so 
rapid that if several roentgenograms are to be 


made they must be taken as soon as the emphysema 
is produced and as rapidly as possible. The slight 
discomfort caused by the gas disappears in less than 
half an hour. W. A. BRENNAN. 


MacKenzie, D. W.: The Etiology of Renal Infec- 
tions, with Special Reference to Urinary Stasis 
in Infections of the Renal Pelvis. Canadian M. 
Ass. J., 1921, Xi, 714. 

The power of the kidney to excrete bacteria has 
been recognized for many years but has not been 
sufficiently appreciated by clinicians. The mere 
physical presence of bacteria does not constitute a 
nephritis. A very important factor in the production 
of renal infections is interference with kidney drain- 
age. This is receiving more and more consideration. 
If drainage is interfered with, as in kink of the 
ureter or sagging of the kidney, the stagnant urine 
affords the organisms an opportunity to multiply 
and grow and distention of the kidney pelvis renders 
the kidney tissues less resistant to infection. 

Of the common mechanical prediposing causes 
in colon-bacillus infections of the kidney we find 
some of them (such as peritoneal adhesions, tumor 
of the pelvic organs and bowel, and pregnancy) 
outside the ureter, and some (such as stone, tumor, 
and blood clot) within the ureteral wall. Among other 
predisposing factors the author mentions infectious 
diarrhoea in infants, atrophy of the vagina in the 


pyelitis of elderly women, kidney displacement, etc. 

A brief discussion of the paths of infection in renal 
tuberculosis is given. 

Coccus infections of the kidney are often preceded 
by infection in remote parts of the body. 

The author discusses the subject of colon bacillus 
infection in detail, especially as regards the réle 
played by the predisposing factors mentioned, and 
urges thorough urological study of all cases of renal 
infection. 

A complete analysis of his cases is given in a 
one-page table. Hrrman L. Kretscumer, M.D. 


Graves, R. C., and Templeton, E. R.: Combined 
Tumors of the Kidney. J. Urol., 1921, v, 517. 


Combined renal tumors are rare. What is prob- 
ably the first discussion of such growths has been 
recently published by Berry who also described four 
cases in each of which two tumors were found within 
one kidney. 

In 1891 Beneke reported two cases of hyperne- 
phroma which presented sarcomatous character- 
istics. He believed in the possibility of the develop- 
ment of sarcoma from adrenal tissue. 

The cases reported by Graves and Templeton 
were as follows: 

Case 1. A man 52 years of age entered the hos- 
pital complaining of hematuria and backache. The 
hematuria had begun one year previously and sub- 
sequently had recurred intermittently and_fre- 
quently. 

The routine physical examination was negative. 
Microscopic examination of the urine showed many 
white blood cells, a few red blood cells, and an 
occasional hyalin cast. The excretion of phenol- 
sulphonephthalein in two hours amounted to 60 per 
cent. 

Cystoscopic examination revealed clear urine from 
the right side and very slightly blood-tinged urine 
from the left. A study of the output of the left 
kidney showed clumps of epithelial cells and occa- 
sional red blood cells. Cultures were negative. .\ 
pyelogram of the left side revealed definite distor- 
tion of the pelvic outline with a filling defect in the 
region of the superior major calyx. 

As a diagnosis of hypernephroma was made, a 
left nephrectomy was performed. On the posterior 
surface of the kidney, just below the level of the 
hilus, was a small, rounded protuberance of increased 
vascularity. Immediate section of the organ showed 
it to contain two separate and distinct types of 
tumor. What was apparently a hypernephroma 
had produced the nodule described, while the upper 
portion of the renal pelvis was filled with a papilloma. 
The patient’s convalescence was entirely unevent- 
ful. 
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In the pathologic éxamination it was found that 
the tumor mass on the posterior surface had en- 
croached upon the pelvis considerably. It was firm, 
well encapsulated, and uniformly orange-yellow, 
and contained many small blood vessels. It extended 
from the level of the pelvis to 2 cm. from the cap- 
sule of the kidney below, but did not communi- 
cate with the pelvis in any portion. Below this 
tumor mass there was slight flattening of the pyra- 
mids. A frozen section of the cauliflower growth in 
the upper portion of the pelvis showed a papillary 
carcinoma arising from the pelvic epithelium. The 
tumor in the lower pole was a hypernephroma. The 
pathologist’s diagnosis was papillary carcinoma of 
the renal pelvis with extension into the kidney; 
hypernephroma; chronic vascular nephritis. 

Case 2. A man aged 52 years entered the hospital 
complaining of hematuria which he had noted for 
the first time six weeks previously. Physical exam- 
ination was negative. 

Microscopic examination of the urine showed a 
few red blood corpuscles. The excretion of phenol- 
sulphonephthalein in two hours amounted to 70 
per cent. Cystoscopic examination showed the 
bladder and the left ureter to be normal. The 
right ureter allowed the insertion of a No. 5 catheter 
for the full distance with difficulty, and no flow of 
urine was obtained. 

Routine X-ray studies of the urinary tract were 
negative. In the making of a pyelogram, 19 c. 
cm. of sodium bromide solution were injected into 
the pelvis of the right kidney. A definite dilatation 
was demonstrated, but the pyelogram shadow was 
very faint and poorly defined. 

Operation was performed following a diagnosis of 
hydronephrosis. A pyelotomy wound permitted the 
escape of urine which was apparently stained with 
old blood. Through the defect in the pelvis bulged 
a soft friable tissue which was unmistakably of 
tumor origin. The ureter was therefore divided well 
below the level of dilatation and thickening and a 
nephrectomy was performed. The convalescence 
was satisfactory. 

Pathologic examination of the removed kidney 
showed a massive papillary fungating growth oc- 
cupying the greater part of the pelvis, closely follow- 
ing the epithelial lining of the calices, and extending 
3 cm. into the ureter which it practically occluded. 
The main tumor was white but the tips of many 
of the papillary growths were quite vascular and 
red. Many of the calices contained dark red blood 
clots. The cortex of the kidney was irregular. 

Section of the pelvic tumor showed closely packed, 
wide, papillomatous outgrowths which formed blunt 
villous projections into the pelvis. These villi were 
supported by a central cord of connective tissue in 
which ran a few thin-walled blood vessels. 

The pathologic diagnosis was papilloma of the 
renal pelvis; papillary renal cystadenoma. 

In each of these cases the presence of combined 
tumors was evident upon examination of the gross 
specimen. In both cases there were two separate 
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and distinct epithelial tumors, but in Case 1 they 
were both malignant while in Case 2 they were both 
apparently benign. In neither case did the routine 
physical examination reveal the presence of a tumor, 
although it seems that in Case 2, at least, a mass 
should have been palpated. 

Pyelography clinched the diagnosis in both in- 
stances. In one, a filling defect was shown; in the 
other, a hydronephrotic dilatation, the shadow of 
which was faint and ill-defined. 

With regard to stones and chronic infection as 
possible etiological factors in the development of 
renal pelyis tumors the authors call attention to the 
fact that neither calculi nor evidences of chronic 
pyelitis were found in these cases. 

THeopvore Drozpow!tz, M.D. 


Posadas, J. N.: A New Method For Fixation of the 
Kidney: Hemicapsular Nephropexy (Un nuevo 
procedimiento para la fijacién del rifié6n; nefropexia 
hemicapsular). Semana méd., 1921, xxviii, 498. 

In Albarran’s method of kidney fixation, which 
is the method used most generally, the connective 
tissue which holds the kidney in place develops to 
such an extent that in some cases it may stimulate 
a true tumor and cause disturbances even more 
severe than those suffered before the operation. 
The compressive effects exerted on the abdominal 
organs cause their descent in the abdominal cavity, 
and tke continual traction produces a renewed de- 
scent of the kidney. Posadas has observed these 
results in three cases operated upon by this method 
in which there could be no question as to the cor- 
rectness of the technique as two of the operations 
were done in Albarran’s clinic. 

Posadas therefore usually prefers an orthopedic 
fixation although there are some cases in which 
resort must be had to nephropexy. For the latter 
he has devised a method which tends to overcome 
the disadvantages of Albarran’s method. In this 
procedure only the posterior surface of the kidney 
is decorticated and the fixation adhesions are es- 
tablished in the lumbar region where the kidney 
rests normally. The method has given excellent 
immediate and end-results. 

The cutaneous incision and the liberation of the 
kidney are the same as in every nephrotomy except 
that Koenig’s rectilinear incision is preferred to 
Guyon’s curvilinear incision. If the latter is used it 
is made further from the vertebral column to give 
better exposure of the lumbar musculature. 

When the kidney is freed, four incisions beginning 
in the posterior and middle part of the renal pelvis 
are made on the capsule of its posterior surface. 
Care is taken not to injure the parenchma. A can- 
nulated sound is introduced beneath the capsule 
and the cutting is done over it. Three triangles are 
thus formed ABO, BOC, and COD. (See Fig.), 
These are carefully dissected from the apex to the 
base so that three triangular flaps are formed. The 
flaps are then sutured to the lumbar muscles at_the 
proper height according to the Albarran technique. 
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The upper flap is fixed in the eleventh rib or inter- 
costal space; the middle flap is fixed according to 
the size of the renal pedicle either to the deep mus- 
cles or the muscular edge of the incision; and the 
lower flap is fixed in the mass of the lumbar muscles. 
The adipose capsule is used, as in other methods, to 
strengthen the fixation. 


W. A. BRENNAN. 


Judd, E.S.: Surgery of the Ureter. Minnesota Med. 
1921, iv, 597. 

Surgical operations on the ureter are common 
and, as evidenced by the results at the Mayo Clinic, 
are carried out very satisfactorily. The close 
association between the ureter and peritoneum is 
an important guide during the operation, the ureter 
invariably being carried with the peritoneum when 
the latter is reflected. The extraperitoneal method 
of exposure is preferred although under unusual 
circumstances it may be advisable to open the 
peritoneum. At times the peritoneum may be 
accidentally opened during the exposure of the 
ureter; if it is carefully closed no harm will result. 

Congenital anomalies of the ureter are common, 
but as a rule only a small number require surgical 
treatment. Intermittent hydronephrosis is some- 
times associated with a congenital ureteral anomaly. 
Its exact etiology is not well understood. As a rule 
plastic operations for the relief of the condition are 
not satisfactory. 

The author refers also to the rather rare condition 
of extravesical ureter. In such cases the urine is 
delivered outside the vesical sphincter or into the 
vagina, causing partial incontinence. Ligation or 
transplantation of the misplaced ureter may be 
done successfully. 

The ureters are rarely injured by external force 
but such injuries are more frequent at childbirth or 
during the course of an operation. The latter 
occurrence, however, is not so common as formerly 
as greater care is now taken to avoid the ureters and 
fewer extensive hysterectomies are done. Inflam- 
mation of the ureter alone is not very common. 


Usually such a condition is asssociated with an infec- 
tion of the kidney. Independent inflammations in 
the ureter may occur in the form of stricture or 
involve a greater portion of the duct; a true stricture 
of the ureter is not common. In most cases in which 
a kidney and ureter are both diseased it may be 
better to leave the treatment of the ureter for a 
second operation. Many small ureteral stones pass 
spontaneously while many others may be removed 
by cystoscopic manipulation. Open operation is 
very satisfactory and should be performed when 
cystoscopic procedures are contra-indicated or 
would not be well tolerated. 

Primary tumors of the ureter are rare but those 
secondary to papillomata of the renal pelvis are not 
uncommon. In all cases of papilloma of the kidney 
pelvis the entire ureter should be removed, although 
it may be necessary to do this at a second-stage 
operation. 

In conclusion the author discusses the details of 
the technique of some of the operations on the ureter. 

G. S. Foutps, M.b. 


BLADDER, URETHRA, AND PENIS 


Boeminghaus, H.: Extraperitonization of the Uri- 
nary Bladder (Voelcker) as a Method of 
Choice in Resections, Diverticula, and Total 
Extirpations; Five Illustrative Cases (Die [:x- 
traperitonisierung der Harnblase (Voelcker) als 
Methode der Wahl bei Resektionen, Divertikeln 
und Totalextirpationen; fuenf einschlaegige Faelle). 
Deutsche Ztschr. f. Chir., 1921, clxv, 257. 


The author describes a method used successfully 
by Voelcker in five cases in operations on the blad- 
der when it was particularly desirable to have the 
organ in full view and easy of access. Having made 
a transverse incision through the abdominal walls 
above the symphysis, he drew the peritoneum from 
the bladder as high up as possible without cutting 
it. He then opened the peritoneum and, beginning 
at the top, made an oval cut around the greater part 
of the vertex and posterior vesical wall which are 
covered with peritoneum. The margins of this de- 
fect in the peritoneum were drawn together with a 
continuous suture, and during the remainder of the 
operation were protected by a compress. The blad- 
der was thus mobilized and rendered accessible from 
all sides. 

In the same manner the operability of a tumor cai 
be easily ascertained without opening the bladder. 
The employment of the method described or of the 
simple high section must be decided by cystoscopi: 
examination. 

In conclusion Boeminghaus recommends Prae- 
torius’s method of stopping hemorrhages from tu- 
mors by instilling into the bladder 10 c. cm. of 4 
20 per cent solution of collargol. © Kuemmett (Z). 


Crenshaw, J. L.: Vesical Calculus. J. Am. M. As 


1921, Ixxvii, 1071. 


This article is based on a study of 606 cases 0! 
vesical calculus observed at the Mayo Clinic fron 
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1yo7 to 1921. Fifteen tables give in detail the main 
facts concerning the patients’ age and sex, the meth- 
od of removing the calculus, the cystoscopic and 
roentgen-ray findings, coexistent urologic conditions 
and calculi, the causes, the mortality, and recurrence. 

Of the 606 patients 95 per cent were males and 5 
per cent were females. The youngest was 4 years of 
age, and the oldest, 86. The average age was 55 
years. The decade of greatest incidence was between 
61 and 70 (30 per cent of the cases). Between the 
ages of 51 and 71 the incidence was 57 per cent. 
Crenshaw cites the figures of other authors showing 
that in the United States the incidence of stone is 
greatly increased after the age of 50 whereas in 
certain other countries vesical calculus is largely a 
condition of childhood and early adult life. 

The diagnosis was made by means of the X-ray 
and cystoscope. The X-ray examination was pos- 
itive in 77 per cent, negative in 20 per cent, and 
indeterminate in 3 per cent. Cystoscopy was posi- 
tive in 97 per cent, negative in 2 per cent, and inde- 
terminate in 1 per cent. The high percentage of 
positive diagnoses made with the cystoscope is ex- 
plained by the fact that the cystoscopist usually had 
the benefit of seeing the plates before making his 
examination. It may be said, therefore, that com- 
bined roentgen and cystoscopic diagnosis is accurate 
in 97 per cent of the cases. 

Stone in a tuberculous bladder was found in only 
one case. In twenty-one cases a diverticulum of the 
bladder was discovered with the cystoscope, and 
in twelve cases at operation, making a total of 5.5 


per cent of patients with diverticula which seemed 
to be a causative factor in the formation of stone. 
The incidence of diverticulum of the bladder is 
much greater than is usually believed, and stone 
in the bladder occurs in about 14 per cent of these 
cases. 

Two hundred and twenty-eight patients had an 


average of 4 oz. of residual urine. In twenty-six 
cases the residue was questionable. The largest 
stone in the series measured 6.5 by 5 cm. Stones 
may form rapidly; in one of the cases in this 
series a well-defined stone was formed around a 
catheter head in four weeks. Of the 606 patients, 
577 were operated on; 386 had single stones, r90 had 
multiple stones, and one had a pseudo-stone. 

A severe renal colic is often forgotten by the 
patient, particularly if several years have elapsed 
hetween its cessation and the onset of the bladder 
symptoms. When a bladder stone is found the 
patient should be questioned in detail with regard 
to previous pain in the region of the kidney. 

Among the causes and sources of stone are: (1) 
retention due to prostatic obstruction, stricture, 
atony, deformity of the bladder, and cystitis; (2) 
the kidney; (3) cystitis; (4) a foreign body; (5) 
diverticulum of the bladder; (6) the prostatic ure- 
thra; (7) congenital stones; and (8) pseudo-stone. 

The stones were removed by suprapubic cystot- 
omy, by lithotrity, through the cystoscope, through 
the urethra, and by perineal cystotomy. The low 
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mortality of litholapaxy and the ease with which 
the operation can be performed under caudal anes- 
thesia should tend to increase the use of this method. 
Its advantages more than compensate for the very 
slight increase in recurrence. 

In 577 cases operated on the mortality was 6.23 
per cent. In selected cases other operations asso- 
ciated with the removal of a stone do not materially 
increase the mortality. 

The majority of recurrences could be avoided if 
precautions were taken to remove the cause of the 
original stone. X-ray and cystoscopic examination 
should be made after the removal of the stone in 
order to make sure that no fragments remain. 
Infected kidneys should be cleared up with pelvic 
lavage and the removal of foci of infection. Renal 
lithiasis, if present, should be removed. Cystitis 
should be cleared up by bladder lavage. Causes of 
retention should be removed. Diverticula should be 
obliterated if they retain urine or cause cystitis. 
Hygienic and dietetic measures should be instituted 
to improve the general health. 

O. S. Proctor, M.D. 


MISCELLANEOUS 


Randall, A., Small, J. C., and Belk, W. P.: Trop- 
ical Inguinal Granuloma in the Eastern 
United States. J. Urol., 1921, v, 539. 


The authors report the results of a study of eleven 
cases of tropical inguinal granuloma in the eastern 
part of the United States. This disease has been 
present practically constantly in the Philadelphia 
General Hospital. It has been confused both here 
and elsewhere with other conditions, among which 
may be mentioned lues, chancroidal infections, 
tuberculosis, condyloma, and carcinoma. 

Four cases studied histologically showed prolif- 
eration of fibrous tissue and enormous numbers of 
polymorphonuclear leucocytes and_ endothelial 
cells. The vessel walls were somewhat thickened, as 
in chronic inflammatory processes, and there was in 
every case some proliferation of the squamous epithe- 
lial cells of the skin. In some cases slight necrosis 
was present. Sections from two rabbits on which a 
necropsy was performed showed identical pictures. 

When stained with Wright’s or Giemsa’s stain the 
organisms appeared as oval pink bodies with a 
bacillary or diplococcoid body occupying the longi- 
tudinal axis, or as small rounded pink bodies with a 
dark blue coccoid body in the center. The pink outer 
zone was a wide bacillary capsule; the dark blue 
central bodies represented metachromatic granules 
within the bacillary body proper. The true outline 
of the bacillary body could be seen only after the 
capsule had been entirely decolorized with distilled 
water. 

The organisms were found within the cytoplasm 
of large mononuclear cells. In these cells they had 
well-defined capsules or appeared as nests of bacteria 
without capsules occupying a rounded area within 
the cell. In such nests the bipolar staining was ob- 
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served. The polymorphonuclear leucocytes did not 
contain encapsulated forms. 

The granuloma organisms were grown in cultures 
in four instances. Surface inoculation of Sabarand’s 
maltose agar (2 per cent acid) as recommended by 
Aragao and Vianna proved most successful. The 
acidity tended to inhibit some of the contaminating 
bacteria and permitted profuse growth of the granu- 
loma bacillus. The growth was quite characteristic 
after twenty-four hours. Colonies appeared slightly 
grayish white, moist, glistening, and dome-shaped 
or round with a regular base from 1 to 3 mm. in 
diameter. When touched with an_ inoculating 
wire they appeared to be viscid. In transmitted 
light they were transluscent. They were usually the 
largest colony appearing in these mixed cultures of 
the material taken directly from the lesions and 
very readily recognized. In subcultures growth 
occurred in all of the simpler media. 

Briefly described, the organism is a non-motile, 
non-sporulent, encapsulated gram-negative bacillus 
which, with Romanowsky staining, shows meta- 
chromatic granules as well as capsules. It does not 
liquefy gelatin or coagulated serum and it does 
not formindol. It heamolyzes blood in agar plates. 
It coagulates and acidifies milk within twenty-four 
hours. It ferments dextrose, levulose, lactose, galac- 
tose, saccharose, malatose, arabinose, mannitol, 
salicin, inulin, and dextrin. It does not ferment dul- 
citol or rice starch. 

Intraperitoneal inoculation kills white mice and 
guinea pigs in twenty-four to forty-eight hours. The 
organisms are recovered at necropsy from the peri- 
toneal fluid, the blood, and the various organs. 

As a rule tropical inguinal granuloma begins as a 
small non-inflammatory papule which subsequently, 
after rupture and the exudation of slightly purulent 


fluid, does not heal and exhibits a progressive ten- 
dency toward slow proliferation. The lesion is a 
bright-red, exuberant overgrowth of soft granula- 
tion tissue. It has absolutely no similarity to an ul- 
cer with aneroding, undermining, necrotic base. The 
older lesions show at times a tendency to cicatrize 
at some points. Large lesions, especially those in the 
perineum, become bulbous, simulating condylomata 
acuminata. 

There are few subjective symptoms. In practi- 
cally all cases there is a definite degree of secondary 
anemia. 

All of the cases studied, with one exception, were 
those of negroes. The clinical diagnosis was based 
entirely on the bacteriological findings. 

The treatment of these lesions was most disap- 
pointing until antimony was employed. Even thi 
X-ray has not been beneficial, a recurrence having 
developed in at least 50 per cent of the cases in which 
it was used. 

Following Vianna’s work, antimony was given 
intravenously in the form of tartar emetic. Begin- 
ning with a dose of 0.04 gm. this amount was 
quickly increased to a maximum of o.1 gm. The 
first treatments were given daily. Most of the 
patients tolerated this medication until about ten 
doses had been given. 

The lesion became bacteriologically sterile after 
the second or third dose of the tartar emetic. Heal- 
ing began within forty-eight hours after the first 
dose, and from then on almost daily progress was 
noted. 

Of the eleven cases studied healing has occurred 
in eight. Following the advice of Vianna, the auth- 
ors give all patients a course of injections after com- 
plete healing has been effected in order to prevent 
recurrence. THEODORE Drozpow!tz, M.D. 
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EYE 


White, L. E.: The Etiology and Pathology of Loss 
of Vision from the Accessory Sinuses. Boston 
M.S. J., 1921, clxxxv, 457. 

White gives the clinical and pathologic findings 
in a number of cases, and discusses the various 
theories as to the development of blindness of this 
type. He points out the apparent relationship be- 
tween Bell’s palsy of the seventh nerve and retro- 
bulbar neuritis. Herter attributes Bell’s palsy to an 
inflammation which, as the result of exposure to 
cold, has extended from a previously existing otitis 
media to the seventh nerve or perhaps its sheath in 
the fallopian canal. Reik advises examination of 
the ears in cases of Bell’s palsy and incision of the 
drum membrane on the slightest indication. 

White suggests that, as a result of inflammation 
in a posterior sinus, a similar direct extension might 
involve the optic nerve. He discusses also the re- 
sponsibility of toxemia, bacteremia, and hyperplasia. 
The principal points in the article are summarized 
as follows: 

1. Acute infections in the adjacent sinuses spread 
by continuity of structure to the sheath of the nerve, 
or even to the optic nerve itself, while in the more 
remote sinuses the infection becomes walled off. 

2. If retrobulbar and optic neuritis can be caused 
by alcohol, lead, tobacco, quinine, optochin, ethyl- 
hydrocuprein, arsenic, lues, etc., there is little doubt, 
reasoning by analogy, that toxins originating in the 
accessory sinuses or, for that matter, anywhere in 
the body, may have a similar action on the optic 
nerve. Toxamia was considered the primary factor 
in eight of thirty-three cases studied. 

3. If bacteria are carried from a focus into various 
parts of the body by the blood or lymph streams, 
they can certainly be carried to the optic nerve 
from an infected sinus. 

White speaks of hyperplasia as probably a second- 
ary or predisposing factor more frequently than a 
primary factor because it is found so often. ‘‘ Hyper- 
plasia plus infection and direct extension to the optic 
nerve is of far greater importance than the mere 
fact that the tissue has become hyperplastic.” 

‘Whatever may be the true explanation of the 
pathology, it would seem at the present time advis- 
able to recognize the clinical fact that where no 
other cause for the neuritis can be discovered the 
opening of the accessory sinuses either by depletion 
or by ventilation, or by getting rid of some bacteria, 
generally proves beneficial. Meanwhile, any patient 
who has been thoroughly investigated should not 
be deprived of the benefits of this operation just 
because the bacteriology or pathology is not thor- 
oughly understood.” Tuomas D. ALLEN, M.D. 


Garraghan, E. F.: Papilloma of the Cornea. Am. 
J. Ophth., 1921, iv, 717. 

A stone cutter, 61 years of age, a moderate 
smoker, with no familial history of malignancy and 
no history of injury to the eye, noticed the ap- 
pearance of a small red spot on the eyeball at the 
inner canthus. This tumor-like mass gradually 
increased in size until it covered four-fifths of the 
cornea. In appearance it was an ext ensive granular 
mass, raspberry like, pink, firmly attached to the 
sclero-corneal margin, and lying rather freely upon 
the eyeball. On the nasal side it was attached to 
a small area of the cornea. 

Microscopic examination of the excised growth 
showed it to be a papilloma with mild secondary 
inflammatory reaction. The mass has recurred three 
times. 

Epibulbar tumors originating in the cornea proper 
are rare. Most of the tumors involving the cornea 
have their origin in the sclero-corneal margin or the 
conjunctiva. 

In the case reported the recurrence of the growth 
showed the tendency of such tumors to become 
malignant. Other cases of the kind are cited. 

C. Corsin YANCEY, M.D. 


Ziegler, S. L.: Complete Discission of the Lens by 
the V-Shaped Method. J. Am. M. Ass., 1921, 
Ixxvii, T100. 

Discission is the operation of choice in cases of 
soft cataract, whether congenital, juvenile, choroidal, 
or traumatic, and also for the removal of the lens 
in high myopia. One of the chief disadvantages of 
discission as now practiced is that at least three, and 
often four or more, operations are necessary: the 
first, a small incision in the anterior capsule; the 
second, a bolder stirring up of the cortex (sometimes 
repeated); and the third, a posterior capsulotomy. 
To these may be added a possible fourth, a para- 
centesis for swollen cortex. 

To escape all of these complications and to hasten 
convalescence the author performs discission by 
dividing the lens through and through after the 
technique of his V-shaped iridotomy. 

This method was suggested by a study of cases of 
perforating wounds of the eyeball with traumatic 
cataract. As long as the globe remains open there 
is freedom from inflammatory complications, but as 
soon as it heals, pain, cyclitis, and ciliary swelling 
develop. In like manner, as long as the anterior and 
posterior capsular surfaces of the lens are divided 
and remain open, solution of the cortex progresses 
rapidly without pain, inflammation, or swelling, but 
if the anterior capsule is poorly opened or if it closes 
and pockets the cortex, or if the posterior capsule 
remains intact, the cortex begins to swell in the 
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angle and to press against the ciliary body, thus 
causing all the sequele which usually follow this 
complication. The technical details of the operation 
are described. 

Complete discission of the lens by a V-shaped 
incision has the following advantages: (1) one opera- 
tion is performed instead of four; (2) expansion of 
the cortex anteroposteriorly relieves pressure in 
the ciliary angle; (3) inflammatory complications 
are avoided; (4) the lens cortex is rapidly dissolved; 
(5) convalescence is hastened; and (6) cataract 
glasses can be ordered in one month. 

C. Corsin Yancey, M.D. 


Francis, L. M.: The Repair of Scleral Wounds 
(Including Rupture) Near the Limbus. J. Am. 
M. Ass., 1921, |xxvii, 1099. 

Although in many cases closure with scleral su- 
tures is quite sufficient, more firmness and security 
from infection can be gained if such wounds are 
reinforced by a proper conjunctival covering. The 
type of wounds for which the technique described 
is adaptable are: (1) scleral ruptures; (2) penetrat- 
ing wounds of the sclera near the limbus and, if 
inear, parallel or nearly parallel to it; (3) prolapsing 
cataract wounds. The technique is as follows: 

First step. Diametrically across the cornea from 
the wound a tongue of conjunctiva is elevated which 
is wide enough for scleral sutures and long enough 
to stretch nearly across the cornea without undue 
torsion. This flap, which should include subcon- 
junctival tissue, is undermined and its length then 
tested. 

Second step. If there is normal conjunctiva be- 
tween the wound and the limbus, the surface is 
denuded and roughened to promote union with the 
flap which will later cover it. 

Third step. The original wound through the con- 
junctiva is enlarged several millimeters on either 
side parallel with the limbus. 

Fourth step. On the equatorial side of the wound 
a thick conjunctival flap is undermined which is 
wide enough to cover the wound and long enough 
to meet the flap already fashioned. Ifa subconjunc- 
tival rupture of the sclera is being repaired, the con- 
junctiva covering the rupture may be utilized in the 
equatorial flap. 

Fifth step. Loose tags are trimmed away from the 
scleral wound, the edges are smoothed, and closure 
is effected with fine silk or linen double armed with 
sharp cutting needles, the sutures dipping firmly 
into the lips of the wound but not entirely through. 
Each suture is mattressed at a point where it will 
cover the wound when it is joined to the opposite 
flap from across the cornea. 

Sixth step. The two flaps are united across the 
cornea with silk sutures. The sutures closing the 
sclerai wound and mattressed through the equatorial 
flap are tied. J 

Both eyes are then bandaged, The sutures are 
removed on the fourth or fifth day. The flap will 
retract, leaving the wound sealed. 
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In cases of small wounds such as those due to a 
recent puncture, older fistulating wounds, and even 
small prolapses following cataract a flap from the 
opposite side is not necessary. 

C. CorBIN YANCEY, M.D. 


Allport, F.: Chronic Choroiditis with Liquid 
Vitreous and Bilateral Cataract: Operations, 
Good Result. Am. J. Ophth., 1921, iv, 722. 


The patient, a woman 60 years of age who had 
been under the care of an ophthalmologist for years 
for recurring choroiditis, iritis, and floating opacities, 
finally developed liquid vitreous and cataracts in 
both eyes. In the fall of 1920 a preliminary iridec- 
tomy in the left eye was followed by good recovery. 
Later an attempt was made to remove the catarac- 
tous lens but because of the escape of large quan- 
tities of the fluid vitreous it was necessary to close 
up the eye at once. A violent iridocyclitis followed. 
The patient then consulted the author who advised 
immediate removal of the lens. Because of the 
danger that a disastrous loss of vitreous might 
occur during transportation of the patient after the 
operation, she was operated upon in bed. A Fischer 
retractor was used instead of a speculum. 

As soon as the eyeball was incised it began to 
collapse, the lens sinking into the vitreous chamber. 
It was recovered, however, and delivered by a loop. 
The eye was then filled with warm, sterile normal 
salt solution and kept bandaged for six days. At 
the end of that time it had healed and was normal 
in form; atropine and mild bichloride ointment 
were applied and the bandage reapplied for three 
days. Recovery was uneventful. 

A successful preliminary iridectomy was_per- 
formed upon the right eye on February 21. On 
March 29 removal of the cataract was attempted. 
This eye also slowly collapsed when incised. The 
anterior capsule was lacerated in an attempt to 
remove the lens, but without success, and the use 
of the loop was necessary. The postoperative care 
was the same as that given the left eye. Upon 
examination at the end of the sixth day a great deal 
of redness and reaction was noted. The pupil was 
dilated and completely filled with a white curtain. 
The latter proved to be the capsule. A prolonged 
iritis followed this operation, but the entire mem- 
brane was finally absorbed. 

The ultimate result on both sides is a full, round, 
white, unirritated eye with a clear black pupil and 
vision with glasses 20/40, Jaeger No. 2. 

C. Corsin YANCEY, M.D. 


Dodd, O.: Repeated Operations for Glaucoma: 
Report of Case. Am. J. Ophth., 1921, iv, 727. 


The author’s patient came from a glaucomatous 
family, his mother being attaked at the age of 71, 
and his three sisters presenting symptoms of in- 
creased tension at the ages of 49, 52, and 56 years 
respectively. 

The case reported illustrates the possibility of 
holding glaucoma in check by repeated operations. 
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The Lagrange operation, extraction of a cataract, 
trephining, and excision of a membrane that closed 
the trephine opening were resorted to in succession, 
each with benefit and temporary restoration of 
vision. 

Some of the literature upon the subject is re- 
viewed. C. Corsin YAnceEyY, M.D. 


EAR 


Hays, H.: The Modern Conception of Deafness and 
Its Treatment. Laryngoscope, 1921, xxxi, 673. 


Hays decries the attempts to classify progressive 
deafness on a pathologic basis, and urges a more in- 
tensive study of the pathology of the causative 
factors and their effect upon the deafened ear. 
Such causative factors are to be found in the nose, 
throat, and the general system. 

\ proper classification of treatment is indicated 
as follows: 

1. The elimination of the general systemic irri- 
tant, such as syphilis, rheumatism, gout, blood 
diatheses, and toxic processes. 

2. Attention to abnormalities of the nose and 
throat which might give rise to chronic local inflam- 
mation. 

3. The proper treatment of the nasopharynx, 
such as the removal of adenoids, the freeing of 
adhesions in the fossa of Rosenmuller, the eradica- 
tion of glandular excrescences on the eustachian 
tubes, and the treatment of polypoid tips of the 
inferior turbinate. 


4. The direct treatment of the ears. This 


necessitates differentiation of the hypertensed drum 
from the hypotensed or relaxed drum. In the cases 
of hypertensed drum the eustachian tube is mainly 


at fault. Treatment should be directed toward 
dilatating the tube by means of applicators, sounds, 
and bougies which can enlarge and medicate it. 
After dilatation, the ear may be gently inflated 
either by politzerization or catheterization. In 
cases of hypotensed drum an attempt must be made 
to contract the drum. In some cases this can be 
accomplished by the application of cantharides 
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collodion. Inflation of such ears will make them 
worse instead of better. 

5. Psychological treatment. There are certain 
cases of advanced deafness which cannot be relieved 
by medical means. Such patients have been utterly 
neglected or mistreated. Mental reconstruction is 
necessary in order that they may regain sufficient 
confidence in themselves to become again useful 
members of society. This treatment should consist 
in: (1) advising the patient, in the most sympathetic 
terms, of the uselessness of attempts to relieve his 
trouble by medical means and that he may have a 
future full of promise if he will follow your advice; 
(2) instructing him to take up lip-reading at the 
earliest possible moment and informing him that 
this takes time and patience but that the results 
have proved well worth while; and (3) urging him 
to join an organizations attempting mental recon- 
struction of the deaf. O. M. Rott, M.D. 


Dunlap, L. G.: A Radical Mastoidectomy Fol- 
lowed by the Formation of a False Membrana 
Tympani and Normal Hearing. Laryngoscope, 
1921, xxxi, 687. 

In the case reported examination disclosed a white, 
shiny epidermized membrane which had grown over 
the whole inner wall and probably rested on the 
stapes. To explain the normal hearing in the ab- 
sence of the ossicular chain, the author suggests that 
it may be due to a sounding board action of the 
smooth mastoid cavity. The operation was per- 
formed December 19, 1919, and the patient had 
normal hearing March 8, 1921. O.M. Rorr, M.D. 


Morsman, L. W.: Nature’s Radical Mastoidec- 
tomy. Laryngoscope, 1921, xxxi, 691. 

Morsman reports the case of a man 4o years 
of age who had had a chronic suppuration from the 
left ear since childhood. After removal of the 
débris and healing of the inflamed cavity, there 
presented the picture of a perfectly performed 
radical mastoid operation. The patient stated, 
however, that no operation had ever been per- 
formed upon his ear. O. M. Rott, M.D. 
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NOSE 


Howarth, W. G.: Mucocele and Pyocele of the 
Nasal Accessory Sinuses. Lancel, 1921, cci, 744. 
By the term “mucocele of a sinus”’ is meant the 
accumulation and retention within it of a mucous 
secretion due to obstruction of its outlet with thin- 
ning and possible distension of one or more of the 
walls of the sinus. When the contents of the cavity 
are purulent in character the condition is referred 
to as a “‘suppurating mucocele or pyocele.”’ 
Mucoceles are not uncommon. Many recorded as 
bone cysts in the region of the orbit or accessory 
sinuses appear to have been true mucoceles. Any 
of the accessory sinuses may be affected, but the 
author has not seen a case of mucocele of the sphen- 
oidal or maxillary sinuses. In all of the fourteen 
cases reported the frontal sinus and the anterior 
part of the ethmoid labyrinth were involved. This 
seems to be the most common situation. Cases in 
which an abnormal air cell in the anterior end of 
the middle turbinate was distended with mucus were 
not included in the series. The thinnest wall of the 
portal sinus, which is the floor, usually gives way, 
causing a swelling in the roof of the orbit. Any of 
the other walls may be affected. In the ethmoid 
the numerous cells are usually converted into one 


cell by absorption of the walls. 

The main clinical features of both frontal and 
ethmoidal mucoceles are orbital in character. A 
swelling is noticed at the inner and upper angle of 


the orbit. This may feel hard and bony or, if the 
walls are thin, like parchment. Sometimes it may 
be fluctuating. 

There is no pain or tenderness upon manipulation. 
Pressure does not alter the size. The eyeball is 
usually displaced downward and outward, and 
sometimes forward. Diplopia may be present. 

When the mucocele is purely ethmoidal the 
swelling may be lower down, and as it pushes forward 
it may involve the lachrymal apparatus. In three 
cases this led to a mistake in diagnosis. Epiploica 
may be an important early sign. 

Intranasal examination is usually negative. In 
only two cases was anything abnormal found; in 
both of these nasal polypi were present. 

The onset of the condition is often so gradual and 
its course so slow and painless that it is very difficult 
to assign a definite cause. It seems that for the 
production of the condition partial or complete 
blocking of the natufal ostium is essential. This 
may be brought about by a pre-existing catarrh, as 
suggested by Turner. Injury as a cause was sug- 
gested by Killian. 

In five of the author’s cases injury was considered 
the exciting cause. When some of the anterior 


ethmoidal cells lie unusually far forward in front of 
the nasofrontal duct or lachrymal bone, plastic 
inflammation may block the ostium or a blow near 
the inner canthus will readily crush the cell into 
the nasofrontal duct. Blocking of the natural 
ostium may be caused by an osteoma of the eth- 
moidal cells. 

One of the chief characteristics of the condition is 
the entire absence of symptoms until an external 
swelling appears. The presence of ophthalmic 
symptoms usually leads the patient to consult an 
ophthalmologist. Headache may be present. 

The occurrence of an acute inflammatory process 
in a mucocele may cause confusion in the diagnosis. 
Cystic dilatation of the lachrymal sac may be con- 
fused with an ethmoidal mucocele, but in the former 
condition firm pressure will usually express the fluid 
into the nose or the inner canthus. 

Much more difficulty is presented by tumors of 
the frontal sinus and orbit, more especially osteo- 
mata and fibrosarcomata. Malignant tumors, der- 
moids, cysts, meningoceles, or sebaceous cysts may 
occur in this situation. 

It is difficult to say how long the condition has 
lasted unless there is a history of injury. Cases are 
mentioned in which the duration was about twenty 
years, while in others a few weeks was regarded as 
the probable time. In the author’s series there were 
five cases of traumatic origin. The duration in two 
cases was three and seven years. In the other three 
the average duration was about four months. 

The contents of the cavity varied considerably in 
the different cases. It is usually a thick, glairy, opal- 
escent, and almost gelatinous fluid. If infection has 
been present pus may be found. 

The treatment consists in exploration through an 
external incision and the establishment of free intra- 
nasal drainage. The contents of the mucocele 
should be evacuated and as much of the bony floor 
of the sinus removed as necessary to form a good 
opening into the nose. The lining membrane should 
be disturbed only when it must be removed with 
the bony wall. A rubber drainage tube should be 
placed from the sinus into the nose and the external 
incision closed. The tube may be left in place for 
about ten days. When necessary, the cavity may 
be irrigated. Frencn K, Hanset, M.D. 


THROAT 
Just, T. H.: Ligature of the Carotid Vessels in 
Serious Tonsillar Hzmorrhage. Brit. M. J/., 
1921, ii, 441. 
With regard to the ligation of the external or 
common carotid vessels in serious tonsillar hamor- 
rhage, Just comes to the following conclusion: 
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“Tt would seem that the correct procedure to 
adopt in cases of immediate, very severe hemor- 
rhage, uncontrollable in the tonsillar fossa, is the 
temporary arrest of the hemorrhage by pressure in 
the fossa and the immediate cutting down on and 
ligature of the divided vessel in the neck. If the 
bleeding point be not found, it would be justifiable 
to compress the common, external, and internal 
carotid arteries in rotation in the wound to see if 
compression of any one of them diminished the flow 
from the tonsillar fossa; if so, a ligature in continuity 
of that vessel might temporarily diminish the bleed- 
ing so as to allow of clotting, if the bleeding came 
from an abnormal facial artery of moderate size. 
In cases of delayed or secondary hemorrhage it 
would seem that ligature of the external or common 
carotid artery is not to be relied on and is unjus- 
tifiable.”’ O. M. Rorr, M.D. 


MOUTH 


Bloodgood, J. C.: Cancer of the Tongue: A Pre- 
ventable Disease. J. Am. M. Ass., 1921, xxvii, 
1381. 

Bloodgood states that our aim should be not only 
the early recognition of cancer of the tongue, but 
the recognition and appropriate treatment of the 
benign lesions which precede cancer by months or 
years and the causes of these lesions—tobacco and 
irritating teeth. 

Delay in proper treatment after the onset of the 
malignant lesion reduces the chances of cure in 
operable cases from 62 to 12 per cent, and increases 
the chances of postoperative death from 5 to 30 per 
cent. Further delay means an inoperable condition 
for which we have as yet no treatment promising a 
cure. 

Educational propaganda has increased the number 
of operable cases seen by the surgeon from 53 to 80 
per cent and has decreased the number of hopeless 
and inoperable cases from 47 to 20 per cent. 

Men who develop cancer of the tongue have been 
warned by definite local lesions. There is first the 
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warning from a lesion that is not cancer. These pre- 
cancerous lesions are leukoplakia, bad teeth, areas 
of irritation, ulcers, syphilitic gummata, warts, 
fibromata, and smoker’s burns. Second, there is the 
warning of definite cancer developing in the pre- 
cancerous lesion. ‘This, however, may be insidious. 
Most uninformed persons do not seek advice until 
the cancer is in its advanced stage when the chances 
of cure are only 12 per cent and the chances of post- 
operative death are 30 per cent. 

Improvement in the cure of cancer of the tongue 
is very much the same problem as that in appendi- 
citis. Failure to cure appendicitis is not the fault of 
our treatment of peritonitis and abscess, but the 
result of our failure to instruct the public and medical 
profession how to recognize appendicitis before 
abscess formation or peritonitis develops. 

After the onset of a definite cancer of the tongue 
in a series of cases a delay of one month caused 33 
per cent to become advanced. 

The condition of leukoplakia is one of the most 
important precancerous lesions of the mouth and 
should be understood by both the medical and the 
dental professions. It should be explained to the 
patient with this condition why the use of tobacco 
should be discontinued. He should be placed under 
the care of a competent dentist, directed to wash 
the mouth frequently with a solution of sodium 
bicarbonate, and required to return for repeated 
examinations at stated intervals until it is well 
established that there is no area requiring excision. 

The author shows in tables the decrease in in- 
operable cancers of the tongue in the last decade 
since the public has been instructed regarding the 
disease and what to look for. 

The message to the laity may be short and simple, 
but the message to the medical and dental profes- 
sions must be detailed because, if their advice is 
sought early, physicians and dentists must be pre- 
pared to recognize the early precancerous stage or 
the earliest stage of cancer when the diagnosis is 
difficult and proper treatment is simple. 

. H. A. McKnicut, M.D. 
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